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ABSTRACT OF DISSERTATION 
A DEBRIEFING TECHNIQUE IN HIGH-FIDELITY PATIENT SIMULATION 
AND COMPETENT DECISION-MAKING ABILITIES 
AMONG NURSING STUDENTS
Nursing faculty are utilizing high-fidelity patient simulation (HPS) with 
debriefing to help engage nursing students in making competent clinical decisions. This 
quasi-experimental study examined the use of HPS with debriefing and students’ ability 
to make nursing care decisions using standardized exams.  The experimental group 
received debriefing after HPS and the control group did not receive debriefing after HPS.  
The pre- and post-test assessed participants’ ability to make clinical care decisions.  The 
analysis of the pre-test and post-test HESI scores showed that there was no significant 
difference between the two groups.  
KEYWORDS: Instructional Deign, D-FITGA Debriefing Model, Nursing Education, 
HPS, High-Fidelity Patient Simulation, Clinical Decision-Making, Experiential Learning 
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CHAPTER ONE
Introduction
Upon passing the state’s licensure exam, registered nurses today receive their 
license and enter practice more quickly than in the past (Hyland & Hawkins, 2009). The 
healthcare setting involves sicker patients, greater patient care demands, and multiple 
uses of technology (Etheridge, 2007; Feingold, Calaluce, & Kallen, 2004; Jefferies, 
2006).  Entry-level registered nurses making competent decisions for complex patient 
conditions in a fast-paced environment is essential to positive patient outcomes (Institute
of Medicine, 2010; Schubert, 2012). Nurse educators (Gates, Parr, & Hughen, 2012;
Wong & Chung, 2002) understand these factors and are looking to technology to enhance 
learning that prepares nursing students to make competent clinical decisions as novice
registered nurses.  As Tanner (2012) points out, there are many terms used to help 
explain the process needed for thinking like a nurse, for example, “ ‘clinical judgment,’
‘problem solving,’ ‘decision making,’ and ‘critical thinking,’ ” (p. 204).  She defines the
process for thinking like a nurse as being able to make clinical judgments which include
an interpretation or conclusion about a patient’s needs, concerns, or health 
problems, and/or the decision to take action (or not) … as deemed appropriate by 
the patient’s response…. ‘Clinical reasoning’…. [involves] the processes by 
which nurses and other clinicians make their judgments, and includes both the 
deliberate process of generating alternatives, weighing them against the evidence, 
and choosing the most appropriate [intervention]. (pp. 204-205)
Nurse educators commonly struggle (Mundy & Denham, 2008; Tanner, 2006) to explain 
how to think like a nurse to nursing students.  A high-fidelity learning environment 
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(Kardong-Edgren, Adamson, & Fitzgerald, 2010) is thought to help students understand 
the process of thinking like a nurse, i.e., to safely analyze, synthesize, and accurately 
evaluate patient outcomes when carrying out nursing interventions.  Consequently, 
nursing faculty are moving away from the traditional classroom setting to an active 
learning environment with the use of high-fidelity patient simulation (Scheckel, 2012; 
Bambini, Washburn, & Perkins, 2009).   
Over the past few years, nursing education has increased its use of high-fidelity 
patient simulation (HPS) technology as evidenced by the growing literature on the topic 
of HPS in nursing education (Smith & Barry, 2011).  In the real patient care environment, 
the priority concern is patient safety.  Thus, nursing faculty closely supervise nursing 
students to prevent patient harm. The level of realism that high-fidelity simulation 
provides is an option not available during traditional on-site hospital clinical training.  
The HPS experience offers a level of experiential learning, such as learning from errors, 
that the clinical setting cannot offer.  Applying instructional design principles (Burke, 
2010; Decker, 2007) to the development of the HPS experience can create an 
environment favorable for learning.  Discussion on debriefing (Cant & Cooper, 2011; 
Shinnick, Woo, Horwich, & Steadman, 2011) models  in HPS emerging in the current 
nursing literature, however, suggests that nurse educators need to critically assess the 
effectiveness of using HPS as an instructional strategy in preparing nursing students to 
provide effective patient care in today’s healthcare setting.  Even now, many of the same 
questions remain, including does the debriefing technique assist in nursing students’ 
ability to make competent patient care decisions?    
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Statement of the Problem 
Many nursing scholars (Gates, Parr, & Hughen, 2012) indicate that the debriefing 
portion of HPS is where students learn how to make competent clinical decisions when 
providing real patient care.  The problem this study will address is the limited research on 
the influence of debriefing in HPS on clinical decision-making abilities among nursing 
students.   
Purpose of the Study 
The purpose of this study is to examine debriefing in HPS and nursing students’ 
ability to make competent nursing care decisions. To establish consistency, an HPS 
experience for this study is defined as a simulated patient scenario followed by a 
debriefing session that examines the clinical decisions and actions of nursing students 
who participated in the patient scenario.  The use of this technology (Reese, Jefferies, & 
Engum, 2010; DeBourgh & Prion, 2011) is believed to promote the competent decision-
making ability of nursing students by creating an environment in which the knowledge of 
theory can transfer into action in the simulated practice of nursing care.  In addition, this 
study will provide further insight about using instructional design in the development of 
an HPS experience.  
Research Questions 
 Through experiential and reflective learning generated from high-fidelity 
environments, the overall goal of HPS is for nursing students to make cognitive 
connections between practice and theory (Brandon & All, 2010; Dewey, 1997; Etheridge, 
2007; Rodgers, 2002).  Instructional design, as described by Fadde (2009), can assist to 
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cultivate professional nursing skills.  Applying HPS as an instructional method in nursing 
curricula develops nursing students’ abilities for making competent clinical decisions.   
To assess clinical decision-making abilities a standardized testing service by Elsevier 
Publishing called HESI will be used.  The following research questions are the focus of 
this study.  
1. Do specific academic outcome measures (i.e., admission GPA, college 
Algebra and Biology grades, and Program Admission Exam scores) correlate 
to high scores on the HESI post-tests? 
 
2. Is there a difference over time in HESI scores between the treatment and 
control groups? 
 
3. Will participants recognize debriefing as a beneficial part of learning when 
using HPS?  
        
Importance of this Research 
Nursing education employs high-fidelity patient simulation (HPS) technology to 
better prepare nursing students in making competent clinical decisions (Wong & Chung, 
2002).  Current research continues to provide qualitative information about students’ 
confidence in their performance, and a few quantitative studies have evaluated critical 
thinking and clinical judgment using HPS (Goldenberg, Andrusyszyn, & Iwasiw, 2005; 
Sullivan-Mann, Perron, & Fellner, 2009).  In this study two debriefing models will be 
used after an HPS scenario: the D-FITGA and G.A.S Models.  The D-FITGA model was 
developed by Stolovitch (1990), an Emeritus Professor for Instructional Systems 
Technology.  His model is a structured six-phase debriefing session with emphasis on 
reflection through facilitator guidance.  The six phases include Decompression, Facts, 
Inferences, Transfer, Generalizations, and Application.  The G.A.S Model (Gather, 
Analyze & Summarize) is a three-phase process created by O’Donnell and The American 
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Heart Association (AHA).  This debriefing model is structured and supported, which 
means specific recount of events, thoughts, feelings, and actions (AHA, 2009; Phrampus 
& O’Donnell, 2013).  The G.A.S model has been used by the AHA (2011) in their 
debriefing sessions after training simulations for participants who are able to provide 
direct care in emergencies requiring advanced cardiac life support (i.e., registered nurses 
or medical doctors).   
This study will contribute to current literature and evidenced-based nursing 
practice by providing nursing programs with additional evidenced-based information on 
debriefing in HPS to support curriculum decisions affecting faculty and students.   It also 
will support the integration of simulation in the pedagogy of nursing for 21st century 
learners (Kaakinen & Arwood, 2009; Wagner, Bear, & Sander, 2009).  Dreifuerst (2009) 
indicated that though research has grown in HPS, research is limited on debriefing.  
Finally, investigating this topic could inform other researchers trying to establish 
effective HPS design and evaluation by introducing a debriefing model (D-FITGA) that 
has yet to be documented among the nursing simulation literature.   
Summary 
Nursing leaders in academia need to consider incorporating concepts and 
expertise of instructional design when planning and implementing HPS in nursing 
curriculum.  The main purpose of this study is to determine if the debriefing model used 
in the HPS experience will have an impact on student performance on standardized 
exams.  The information from this study may assist future research where debriefing 
techniques are utilized in HPS experiences. 
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CHAPTER TWO 
Review of Literature  
This chapter reviews the literature which examines high-fidelity patient 
simulation (HPS) in nursing education.  The search process, history of simulation and 
debriefing, background of nursing licensure, reviews of reviews, and primary literature 
review identified among the literature help provide an in-depth understanding of nursing 
education and HPS.  Prior to the literature review, a brief history of simulation will be 
discussed.  
Search Process 
The following review was developed through a systematic online search between 
the years 2000-2013 using the following online databases:  EBSCHOST (e.g., CINAL, 
Medline, & ERIC), MD Consult, PubMed, and Web of Science.  The broad keyword 
search used was “simulation,” which produced over 1500 results.  The main search 
terms--“simulation and nursing,” “patient simulation,” “HFS,” “HPS,” “high-fidelity 
patient simulation,” “debriefing,” “critical thinking and nursing education” --produced 
approximately 900 results.  The search was further refined using the following keywords 
in a variety of combinations: “clinical judgment and nursing,” “nursing education and 
competent decision-making abilities,” “debriefing and HPS,” “instructional design,” 
“nursing competence,” “nursing practice and HPS evaluation.”  This search produced 
approximately 300 results.  Because much of the literature uses the keyword “simulation” 
to encompass all types of simulation, including HPS, care needed to be taken to fine-tune 
the search results to exclude “computerized scenario simulation” and “standardized 
patient simulation” from the search terms.  The reason for this approach is these 
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computerized programs provide an on-screen scenario environment and participant 
interaction much like a video game.  A standardized patient simulation uses an actor, a 
real human being, who interacts with the participant(s). Since these standardized patient 
simulations require real people to play a scripted role as a patient, the degree of fidelity is 
limited because of the students’ inability to carry out invasive procedures.  The online 
Ulrich database identified refereed, peer-reviewed journal sources.  This review of the 
literature consists of 13 reviews of reviews, 21 primary studies (see Appendix A for the 
primary studies matrix) and other secondary sources.  
History of Simulation and Debriefing 
Learning by using simulation is not a new concept as a method of instruction. The 
military, aviation, and medical fields have been using simulation for years; public safety 
departments such as police and fire have also discovered simulation’s benefits in 
developing decision-making skills (Issenberg & Scalese, 2008; Rosen, 2013).  Aviation 
seems to benefit the most from the simulation as the degree of fidelity is so close to the 
experience in reality (Carron, Trueb, & Yersin, 2011).     
 The first computerized patient simulator, titled Sim One©, was introduced 
(Rosen, 2013) into healthcare simulation for education in 1967.  Denson and Abrahamson 
(Rosen, 2013) began work to develop the computerized patient simulator in 1964.  Once 
they obtained a patent in 1970, the simulator was titled the Anesthesiological Trainer 
Simulation©.  This new simulator (Rosen, 2013) offered a safer way to train doctors 
since actual patient risk was eliminated.  The important point in the early discussions for 
the patent (Rosen, 2013) was the fact that the computerized patient simulator could 
contribute to an improved medical education and overall patient safety.  Since then, 
8
schools of medicine have used HPS to educate physicians and train them in their practice 
specialties.  
Nursing education has utilized other forms of simulation (Leigh, 2013), which are 
considered low- and medium-fidelity simulation, for example, task trainers and 
mannequins with simulated breath, heart, and bowel sounds.   The training environment 
that HPS provides, on the other hand, is a true-to-life representation of actual patient care 
experiences and their consequences on nursing practice.  The general conclusion in the 
literature (Brannan, White, & Bezanson, 2008; Burns, O’Donnell, & Artman, 2010;
Cantrell, 2008; Reese et al., 2010; Yuan, Williams, & Fang, 2011) is that students feel 
HPS improves their nursing skill performance, increases their confidence, and promotes 
understanding.    However, nursing faculty continue to question if the use of HPS is
beneficial in training future registered nurses.  
In the debriefing process, reflective thinking allows the rationale for the nursing 
interventions performed by the nursing students to build based on what took place in the 
HPS scenario (Dewey, 1910/1997; Jackson, 2012). The idea of learning by reflection is 
not new to education.  Kolb (1984) suggested that learning is a process which includes 
states of reflecting on an experience in ways that make the learning meaningful.  
Discussion on debriefing models in HPS is emerging in the current medical and nursing 
literature. The idea of debriefing, however, is not a new concept.  There is a long history 
of the debriefing techniques used in the military, psychology, aviation, and in the 
National Aeronautic Space Administration (NASA). The military and psychology 
(Adler, Castro, & McGurk, 2007; Fanning & Gaba, 2007; Kaplan, Iancu, & Bonder, 
2001) historically have used debriefing methods to obtain information and as a 
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therapeutic technique in post-event reactions. Criteria commonly described in the 
literature for the optimum debriefing environment (Cantrell, 2008; Fanning & Gaba, 
2007; Childs & Sepples, 2006; Jeffries, 2005; Pharmpus & O’Donnell, 2013; Wilson & 
Klien, 2012; Stolovitch, 1990) include a non-threatening environment, a comfortable 
place to assemble in a group after the simulation, and facilitators who provide guidance 
and ask leading questions that engage discussion where participants perceive safe to 
verbalize about what they just experienced.  
Although other debriefing techniques exist, this study focuses on the two models 
described earlier: the D-FITGA (Decompression, Facts, Inferences, Transfer, 
Generalizations, & Application) and the G.A.S.  (Gather, Analyze & Summarize).  These 
two debriefing models have a different approach to the amount of time involved.  The 
G.A.S model (Phrampus & O’Donnell, 2013) specifies 20 minutes for debriefing whereas 
the D-FITGA model does not have a designated time limit for moving through the six 
phases with one exception; Stolovitch (1990) suggested the first phase of debriefing, 
decompressing, be no more than five minutes.  Both models use reflection to progress 
through the phases/stages.  One notable difference in the models is that the G.A.S. model 
is utilized by individuals with some form of medical background or training.  
Background for Nursing Licensure 
The growing complexities of nursing care required of entry-level registered nurses 
and the lack of nursing faculty to meet educational demands (Boland & Finke, 2012) 
create a challenge for nursing faculty at all levels of education. The goal of nursing 
education pedagogy (Oermann & Gaberson, 2014; Scheckel, 2012; Tanner, 2006) is to
deliver a body of knowledge and help nursing students develop the required decision-
10
making abilities for providing competent nursing care.  This ability to make these 
competent decisions is critical to becoming a licensed registered nurse.  The National 
Council of State Boards of Nursing (NCSBN) develops the National Council Licensure 
Examination for Registered Nurses (NCLEX-RN).  Thus, nursing graduates from pre-
licensure programs who pass the NCLEX-RN meet the requirements to be considered 
minimally competent to provide nursing care to the public (NCSBN, 2012).  The NCSBN
is responsible for developing and administering the state licensure exam for registered 
nurses.  The passing or failing of this computer adaptive exam is based on a 95% 
confidence interval. The NCSBN (2013) board of directors determines the required level 
of performance that nursing graduates must achieve to pass the licensure exam for 
registered nurses. In April 2013, the passing standard (NCSBN, 2015) for registered 
nurses taking the computerized NCLEX was set at 0.00 logit.  According to NCSBN 
(2015), a logit is a unit of measure that represents differences between examinees’ ability 
estimates and test item difficulty. The NCLEX examination reliability (NCSBN, 2000) is 
based on decision consistency between .87 and .92, using computer adaptive testing.  The 
validity of the NCLEX examination is derived from several types of validity (NCSBN, 
2000): content, face, construct, predictive, and scoring.  The details of these types of 
validity go beyond the scope of this discussion.  However, according to the NCSBN
(2000), the examination’s ability to measure nursing competency for new registered 
nurses is supported by existing research in measurement theory.
Schools of Nursing (Romeo, 2010; Su, Osisck, Montgomery, & Pellar, 2009)
have identified the need to immerse nursing students in the same testing conditions that 
they will face when they sit for their licensure examinations.  Thus, nursing faculty create 
 
11 
 
exams that model NSCBN examinations (Romeo, 2010).  Nursing faculty also provide 
opportunities for students to participate in standardized content exams from providers 
like Health Education Systems, Inc. (HESI).  Years of reliability and validity data have 
been established by HESI (Nibert & Morrison, 2013; Zweighaft, 2013) to assess content 
mastery and predict the probability of passing the state licensure examination for nursing 
students at various program levels across the country.    
Review of Reviews 
 Nineteen reviews of reviews were available.  For discussion, the reviews have 
been divided into three categories: critical thinking, nursing education, and high-fidelity 
patient simulation.  These reviews help establish what has been done and what still needs 
to be investigated related to nursing education.  
Critical Thinking 
      Using HPS with nursing students provides (Lasater, 2007) student learning 
experiences that promote critical thinking.  As Tanner (2012) points out, nurse educators 
often refer to these critical thinking qualities as being able to think like a nurse, i.e., a 
nurse who has a specific professional role and scope of practice in the healthcare setting.  
Among the literature there have been discussions on how simulation may promote critical 
thinking (Wane & Lotz, 2013; Wu, Tham, Lau, Than-Toh, & Tan, 2010).  
 Turner (2005) conducted a concept analysis and found that the nursing literature 
defined critical thinking in various ways. Critical thinking is one of many alternate terms, 
such as clinical judgment and decision-making.  In fact, the literature review revealed 
over twenty similar terms referring to critical thinking as a part of being able to provide 
appropriate and safe nursing care (i.e., to think like a nurse).  Throughout the literature 
12
review, these terms take the place of a common conceptual definition of critical thinking 
in the science of nursing.  Most often discussed were the work of Watson and Glaser
(2008) who have evaluated critical thinking since 1940’s, and the Delphi Report in 1990 
(Black, 2006; Facione, 1991; Turner, 2005). High-fidelity patient simulation (Lisko & 
O’Dell, 2010) may be a catalyst that promotes the critical thinking required of nursing 
students in becoming competent registered nurses.
Kaakinen and Arwood (2009) investigated the literature to identify how 
simulation was being used with nursing students.  The authors found 94 articles had 
identified HPS as a “teaching model or strategy” (p.17).  The implication of this finding, 
the authors indicated, was simulation was being used by nurse educators in a planned 
manner for implementation with stated goals and outcomes.  Sixteen additional articles 
examined by the authors stressed the simulation needed to educate nursing students must 
not simply be a teaching method provided by the nursing faculty.   Based on their review,
they suggested that more research is needed on the learning with HPS to establish the 
cognitive processes that may impact a variety of learning styles (i.e., social, experiential, 
and cognitive) among nursing students.  Likewise, Rourke, Schmidt, and Garga (2010) 
pointed out in their review that HPS studies to identify influences on critical thinking are 
unclear because of the limited research in nursing education and the different labels given 
the variety of terms for critical thinking (for example, clinical judgment). The authors 
found that only three of the 19 empirical studies (1989-2009) used a theory adequately in 
the research design. The three theories they identified were “Diffusion of innovations, 
Novice to expert, and Problem based learning” (Rourke et al., 2010, p. 6).  
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Recommendations included more attention be given to the theories about learning, 
instruction, and design involving the HPS when creating future research. 
 Oja (2011) reported on 10 studies based on the quality of controlled trials. Most 
of these studies were descriptive and examined problem-based learning to promote 
critical thinking in the clinical setting.   Limitations of these studies included varied 
participants, inconsistency in the definition of critical thinking, and lack of reliability and 
validity of instruments within the studies.   Though more extensive research was 
recommended, the author indicated that the evidence is weak in demonstrating that 
problem-based learning in clinical settings can have a positive impact on critical thinking 
abilities. 
Nursing Education       
      A fundamental knowledge of curriculum and instruction (Graves et al., 2013; 
Jefferies, 2005) is emerging as a requirement for nurse educators entering the world of 
nursing academia.  Active and technological learning environments (Graves et al., 2013; 
Skrable & Fitzsimons, 2014) demand skills on the part of nurse educators to design 
learning experiences that meet the educational demands.  
 Leigh (2008) noted that much of the research involving simulation relating to 
training and providing care has been conducted in the field of medicine. The author 
strived to include the majority of nursing research in her review.  The majority of the 
studies that the author regarded as important for the review were based on qualitative 
research.  In the 62 articles included in this review, the participant size ranged from five 
to 403 and included nursing students at both undergraduate and graduate levels.  Also 
included was a group of staff nurses, i.e., practicing registered nurses.  Leigh (2008) 
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found a large number of studies on self-efficacy, which included studies that used self-
confidence and self-efficacy as synonymous terms.  The level of efficacy did fluctuate 
depending on how realistic the participants perceived the HPS experience was.   The 
review also noted confidence increased when using HPS; students further perceived the 
use of HPS would prevent errors.  Leigh (2008) identified debriefing as an analytical 
piece of HPS, based on the review results.  This review also identified various concerns 
such as faculty and student buy-in.   The faculty concerns included the added workload 
on an already strained nursing faculty required to incorporate HPS into daily teaching.   
Some students found it difficult to act in this simulated way or to get past the fact that the 
simulation did not involve a real patient.  The author concluded by identifying an 
unanswered question, can HPS and debriefing result in novice registered nurses providing 
safer patient care? 
 Harder (2010) examined the literature to assess the effectiveness of simulation as 
a method for teaching.  The author wanted to evaluate the degree of effectiveness of 
simulation based on quantitative data.  Out of 61 studies identified, 23 were based on 
some exclusion criteria such as low- and mid-fidelity, which included video-game and 
computer program-based simulation.  This exclusion was supported by the variations of 
terms (i.e., simulators or simulation) being used and defined among the literature. Only 
high-fidelity simulation was part of the review, which was defined as the use of a 
computer patient simulator manikin.   The majority of the evaluation methods in these 
studies included the following: Pre- and post-test (10), Objective Structured Clinical 
Examination (7), Both (2), or Other (4).  A majority of the studies (n=20) showed 
increase in performance while three supported no differences.   The author’s systematic 
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review of the additional qualitative data obtained from these studies established that 91% 
of the participants indicated feeling increased confidence.  This data includes the 
participants who were considered to have performed inadequately in the simulation.   
Harder (2010) also indicated that the HPS experience influenced participants’ self-
efficacy or confidence in the ability to perform well, suggesting gained confidence may 
impact future performance results.  A reoccurring limitation among the studies reviewed 
by Harder (2010) was the lack of an established evaluation tool for students participating 
in HPS experiences.  Recommendations were made for more research to focus on how to 
evaluate simulated learning experiences and less use of ambiguous terms to define what 
type of simulation is being evaluated.   
 Weaver (2011) reviewed literature (1998-2008) that related to high-fidelity 
simulation and nursing education.  Among the 24 articles she reviewed, she found that 
students perceived that there was value in HPS and that the level of realism played a large 
role in perceived learning benefits.  The stress level of students and the impact of this 
stress on the effectiveness of HPS in nursing education, however, was inconclusive in 
this review.  This author also found that students expressed increased confidence after an 
HPS experience in many of the reviewed studies.   The author had many suggestions for 
future research, for example, cost-to-benefit comparison and ability of nursing students to 
transfer HPS learning to the real environment.  Many nursing programs spend a great 
deal of money on the HPS technology hoping that it will increase the success of nursing 
students and thus be a benefit in meeting a variety of curriculum outcomes (i.e., 
graduation rates, NCLEX pass rates, job placement, and career advancement).   The 
author, however, found mixed results with studies that investigated the ability to transfer 
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knowledge from HPS experiences to the real clinical setting.  Weaver (2011) found a 
study that reported debriefing as a pivotal component of the learning process; however, 
the author recognized this as an area for more research.   
 Overall, there is ample support for using HPS in nursing education according to 
these reviews.  Yet there are still areas of uncertainty regarding the best fit for HPS in the 
nursing curriculum.  As the literature suggests, nurse educators need to continue looking 
for the best fit when implementing high-fidelity simulation in nursing curriculum.  
High-Fidelity Patient Simulation    
 Cant & Cooper (2009) reviewed studies comparing medium- to high-fidelity 
patient simulation in nursing to other instructional methods.  In their review the authors 
identified medium-to high fidelity with computerized manikins like SIM-man©, which 
display changing vital signs with students having the ability to interact and perform 
procedures on this type of manikin.  The degree of realism or fidelity depends on the 
complexity (i.e., props or multiple roles) of the simulation environment.  A total of 12 
studies from the original 32 qualified for final review.  The 12 studies selected for their 
review were experimental or quasi-experimental designs.  The authors found six of the 12 
studies revealed an increase in knowledge, critical thinking, satisfaction, or confidence.  
The participants in these studies varied: registered nurses, new graduate nurses, and 
nursing students.  The instructional methods also varied from one study to the next, 
ranging from independent to group learning interactions.  Instructional methods included 
lecture, debriefing, or case studies.  Seven studies did have one validated assessment 
method.  However, other assessment methods identified in the review did not clearly 
establish reliability.  Most of the studies tended to be small with less than 100 
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participants, although the largest study had 798 participants.  The authors noted that areas 
of effectiveness were examined in the largest study of undergraduate nursing students to 
evaluate various levels of fidelity.  Although the overall literature review identified 
limitations of the studies, such as small sample size, limited experience with simulation, 
and less reliable outcome measures (i.e., self-perception), these studies do offer insight 
into students’ perceptions of the value of HPS.  Moreover, there is still additional 
information to be gathered in future research on HPS.   A general observation from the 
literature is that confidence seemed to increase with the use of high-fidelity patient 
simulation compared to a static manikin and a case study.  The nursing literature reveals a 
significant amount of research completed on the topic of self-efficacy or confidence.  The 
implications for HPS relating to self-efficacy or confidence are that it promotes the 
learning behaviors that develop critical thinking (Kaddoura, 2010; Smith, 2012), which in 
time results in providing competent nursing care (Smith & Roehrs, 2009; Wu, et al., 
2010; Wane & Lotz, 2013).      
  Kardong-Edgren, Adamson, and Fitzgerald (2010) identified 19 different 
evaluation tools for HPS.  The authors defined evaluation of students’ learning based on 
three domains of student performance (cognitive, psychomotor, & affective) in a 
simulation setting.  The reliability and validity data were not established on most of the 
studies reviewed.  Additionally, authors perceived that more testing needs to be 
completed with larger sample sizes to ensure the accuracy of the results.  The authors 
discussed challenges in tool development used for evaluating students in HPS 
experiences.  These challenges included relying on self-reported measures from students’ 
or evaluators’ perceptions, lack of faculty skill in instrument development, some tools 
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identifying only one of the learning domains, and lack of definition for outcome 
expectations for each domain.   Last, after the authors completed their review of the 
variety of evaluation instruments, many lacking reliability and validity, they 
recommended that nursing research continue with existing instruments instead of creating 
many new tools.  Similar recommendations emerged for faculty development in a review 
conducted by Hyland and Hawkins (2009).  They found the literature was limited in 
research on the application of HPS in nursing education and the financial drain that 
comes with obtaining HPS technology.   The authors’ review provided guidelines to 
consider when making decisions for and implementing HPS in nursing education venues.  
These guidelines included developing a budget specifically for HPS that includes the 
equipment, supplies, and faculty salaries; changing faculty workloads to accommodate 
the HPS implementation demands; researching and designing evidence-based HPS best 
practices to incorporate in program outcome and curriculum, and arranging for reliable 
and valid testing methods for identifying knowledge attained by nursing students using 
the HPS environment. 
 In their review, Neill and Wotton (2011) stressed that nurse educators should 
possess good debriefing skills in order to implement successful experiential learning.  
Seven studies reviewed related to HPS debriefing and nursing education, which included 
both qualitative and quantitative research.  The authors identified six themes relating to 
debriefing 1) Structured or Unstructured Debriefing, 2) Faculty Debriefing Demeanor, 3) 
Safe and Trusting Environment, 4) Use of Probing and Cuing Questions, 5) The Best 
Time to Debrief and 6) Allocation of Adequate Time for Debriefing. The authors 
identified a gap in the knowledge of debriefing techniques.  Yet, their review highlighted 
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the gap in existing knowledge on debriefing techniques after HPS.  Faculty need a better 
understanding of what it means to debrief after an HPS experience to augment the 
experiential-learning (Neill & Wotton, 2011).  
 Yuan, Williams, and Fang (2011) focused their review on the studies that 
examined nursing students’ confidence and competence using HPS.  Among the 24 
studies that were finally reviewed, mixed results were presented based on students’ 
perceptions of HPS influences on confidence and competence.  The authors’ meta-
analysis of the two outcomes revealed diverse results for confidence (χ2 = 5.82, P = 0.05) 
and competence (χ2 = 171.09, P < 0.000 010) with a 95% confidence interval.  HPS 
decreased and increased both confidence and competence among the studies examined.  
The instruments consisted of surveys, questionnaires, evaluation tools, or scales.  Based 
on their literature review, the authors suggested that HPS promotes students taking an 
active part in the learning.  When confidence was reported to increase in HPS, the authors 
suggested that this increase was related to the students being able to provide care 
independently and develop critical thinking skills.  These authors came to similar 
conclusions as other systematic reviews, i.e., that more quantitative research is needed to 
produce quantifiable results regarding the effectiveness of HPS in nursing education. An 
interesting point was that evidence relating to change in nursing students’ confidence and 
competence might not be evident until presented with a real patient situation similar to 
their HPS experiences.   
 Adamson, Kardong-Edgren, and Willhaus (2013) provided an updated review of a 
previous literature review by Kardong-Edgren, et al. (2010), discussed earlier.   The 
updated 2013 review found further research has been completed on existing instruments 
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for simulation evaluation. However, new evaluation tools continue to be developed for 
HPS in nursing education.   Additional tools presented in the updated review included 
objective structured clinical examinations (OSCEs) where students are evaluated by 
observation, translational science research (TSR), which is the process whereby research 
topics evolve from idea to the use of the findings, and Kirkpatrick’s level of evaluation,
which is a process to evaluate different levels of learning (Howley, 2013; Sirimanna & 
Aggarwal, 2013). Adamson et al. (2013) indicated that OSCEs were better able to report 
deviations in skill performances than a computerized evaluation, possibly because in
OSCEs evaluators can see when steps are missed or if errors occur in carrying out 
specific actions (for example, contaminating a sterile field).  The authors concluded that 
as nurse educators become more involved in HPS research, consideration should be given 
to the appropriateness of the tool being used and the reliability and validity of its results.   
The authors recommended study replication to strengthen findings on existing tools for 
HPS evaluation.  
Skrable and Fitzsimons (2014) provided a more recent review that echoes much
of what has been presented in the literature review thus far. The authors noted that many
of the studies reviewed were from student perceptions or descriptive analysis with small 
sample sizes.  The authors indicated a gap exists between understanding the effects of 
HPS on decision-making abilities and the impact on learning outcomes within the clinical 
setting among nursing students. 
Waznonis (2014) reviewed a variety of debriefing methods used in healthcare 
simulation.  A total of 28 articles were included in her review.  She found a variety of 
debriefing styles and components used in many areas like gaming, aviation, and 
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medicine.  The author found similar features among the debriefing methods such as a 
reflective learning, progression (i.e., stages), and the use of open-ended questions.   The 
author points out that the type of debriefing method used depends on the situation.  
Wanznois (2014) concluded that nurse educators need to examine methods of debriefing 
in simulation for developing the use of HPS as a curriculum-incorporated nursing 
pedagogy.  
Primary Research 
The areas of primary research that will be discussed include (a) nursing education 
and initiating decision-making abilities, (b) instructional designs in nursing education and 
(c) high-fidelity patient simulation.   The empirical studies that have been conducted have 
focused on various aspects important to HPS design and implementation in nursing 
education. 
Nursing Education and Initiating Decision-Making Abilities 
 The NCSBN conducted a survey titled 2011 RN Nursing Knowledge Survey that 
indicated that Registered Nurses who were Nurse Educators (n = 818) and Nursing 
Supervisors (n = 310) closely identified the same major categories of safe nursing 
practice in newly-licensed registered nurses.  A Likert scale of importance was used and 
the survey was reported to have a reliability index of 0.99, suggesting that the survey 
instrument reliably measured RN knowledge needed for safe nursing practice (alpha 
coefficient > 0.7).  The following knowledge statements of safe nursing practice common 
to all nursing practice situations are identified in Table 1 below.  The NCSBN survey 
suggests that those providing the education to future nurses, RN Educators ( ̅ = 4.646; 
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SD = 0.11739) and those who hire them, RN Supervisors ( ̅ = 4.514; SD = 0.14673) 
place similar importance on the essential areas of safe nursing practice.   
 
Similarly, Radhakrishan, Roche, and Cunningham (2007) evaluated clinical performance 
among nursing students, looking at basic assessment, priority setting, problem-focused 
assessment, intervention, delegation, and communication.  This study invited 22 students 
from a senor capstone course to participate.  Ten students did not respond. Of the 12 
students who did respond students were randomly assigned to the intervention group (n = 
6), six to the control (n =6).  Since the sample size (n=12) for this study is extremely 
small, it is difficult to generalize results to similar populations.  The intervention group 
participated in an HPS experience plus a debriefing session along with required 
coursework and clinical hours (i.e., at a healthcare setting).  The control group did not 
receive the HPS experience or debriefing along with the required coursework and clinical 
hours.  Both groups were evaluated using a post-test based on performance during the 
HPS.  The evaluation tool was a faculty-developed Clinical Simulation Evaluation Tool 
used by faculty who understood the curriculum and course content but were new to the 
students.  Radhakrishan et al. (2007) showed significant differences between the HPS and 
Table 2.1 
 
2011 NCSBN Survey of Knowledge Statements  
 
RN  
Educator  
(n) 
̅ Standard 
Error 
Essential 
Practice Areas 
RN 
Supervisor 
(n) 
̅ Standard 
Error 
799 4.80 0.02 Client Safety 301 4.49 0.04 
802 4.58 0.02 Infection Control 302 4.67 0.03 
797 4.72 0.02 Medication Calculations 298 4.40 0.05 
799 4.50 0.02 Medication Error Prevention 300 4.35 0.04 
797 4.63 0.02 Pain Management 301 4.66 0.03 
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the traditional clinical performances in areas of safety (p = 0.001) and basic assessment 
(p = 0.009) skills.  Due to the small sample size, the significant difference could have 
been the result of chance or a positively skewed performance ability of the groups.  
However, these findings suggest nurse educators should be looking to HPS as an 
additional instructional method to supplement lecture, skills lab, and clinical rather than
as a replacement.  The help that HPS offers nursing faculty (Dewey 1910/1997; Jackson, 
2012; Jeffries, 2005; Rosen, 2013;) is a method of instruction that allows students the
tangible experience of implementing nursing actions, making clinical decisions, 
interacting with the physical environment (i.e., equipment) and other individuals (such as
healthcare providers) while using the high-fidelity patient simulator without real harm to 
real patients.  For example, if a simulation requires oxygen to be administered for a 
patient in respiratory distress and the students in the scenario fail to recognize this need 
for oxygen, the simulated patient’s condition can decline in real time (i.e., change in vital 
signs, breathing) with students at the bedside.  Then, through debriefing of the HPS 
experience, students can reflect on what went wrong or right when making nursing care 
decisions.     
Nursing programs have many goals for student outcomes, but one of the 
fundamental goals is the need to produce registered nurses who are able to make timely 
competent decisions when providing nursing care (Corbett, Miles, Gantt, Stephenson, & 
Larson, 2008; Etheridge, 2007; Kardong-Edgren et al., 2010).  Placing HPS in a nursing 
curriculum provides a learning environment that allows nursing students to make clinical 
decisions, good or bad, without harm to the public (Dillard et al., 2009).  Maneval et al.
(2012) completed a hospital study to examine HPS effects on decision-making and 
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critical thinking in newly graduated nurses. These nurses had an Associate’s (n = 9) or 
Bachelor’s (n = 4) degree with 12 of the 13 participants having previous experiences with 
HPS.  The small sample size does not permit generalization to the population of newly 
graduated nurses.  The authors agreed that a larger sample size would be needed if the 
study was replicated.  These new nurses had been hired at their facility and were starting 
orientation.  The results showed no significant differences (p = 0.05) in critical thinking 
or decision-making abilities between the two groups, one with HPS and one without.  The 
HPS group, however, did show an increase in pre-test scores (  = 20.92; SD = 3.43) and 
post-test scores (  = 21.89; SD = 2.52) for critical thinking.    
Gates, Parr and Hughen (2012) found results to suggest that nursing students 
gained content knowledge when using HPS.  Two randomly selected groups (N = 104), 
one a Pulmonary Embolus (PE) group and the other a Gastrointestinal Bleed (GI Bleed) 
group, experienced HPS.  The investigators achieved an acceptable power analysis 
(medium effect size, alpha = 0.05; u = 1), indicating they had enough participants to 
detect a difference in the means between the two groups (PE n= 53 & GI Bleed n = 51).  
The study investigators used the average of two previously administered course exams, 
based on these topics, as a control variable and assigned a 4 to the highest A grade 
( =2.64; SD = 0.64).    The authors reported the use of dummy variables where the PE 
group did not participate in the HPS for the GI Bleed group but took the post-test for GI 
Bleed content. The GI Bleed group did not participate in the HPS for the PE but took the 
post-test for the PE content.  The control groups were created by administering the post-
test to the groups in the absence of HPS relating to the topic.  The PE group had a patient 
diagnosed with a PE; the GI Bleed group had a patient diagnosed with a GI Bleed.  The 
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PE group took the GI post-test without the GI HPS. The PE group had the PE simulation 
and post-test, but the PE group also took the GI Bleed post-test without the GI Bleed 
simulation.  The GI bleed group took the GI post-test, but also took the PE post-test
without the PE simulation. There was a statistically significant difference (p < 0.01) 
between test scores from the PE HPS group ( =6.89; SD = 1.40) and those in the GI 
Bleed HPS group ( =6.08; SD = 1.41) taking the PE post-test.  The same was true for 
the GI Bleed HSP group ( =5.78; SD = 1.15) and those in the PE HPS group ( =4.92;
SD = 1.45) taking the GI Bleed post-test.  Student participants were allowed to prepare 
for the simulation in the same way they would prepare for a clinical day, which was 
reported as a “patient workup” (G, Parr & Hughen, 2012, p. 10) on the patient they 
provided care for in the HPS scenario.  This information was provided by the nursing 
faculty and included items such as medical history, history of present illness, 
medications, lab and test results, and allergies.  Each HPS group participated in an hour-
long debriefing session following their HPS scenarios.  The post-test questions were 
created by a course coordinator based on the simulation topic and written based on the 
fact that participants had already had the lecture content, assignments, and testing over 
these topics. Gates et al. (2012) identified some study limitations, including needing a 
bigger sample to allow for more analysis of other influencing variables such as 
experience with these types of patients from the clinical setting.  There was no discussion 
of the reliability and validity of their study post-test or exams used to create the control 
variable. The questions used were reported as NCLEX style questions on the course 
exams, which were averaged to obtain a baseline performance.  The focus of this study 
was to see if student participation in HPS had in impact on exam performance based on 
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content specific knowledge.  The authors discussed limitations such as the small sample 
size despite analysis indicating the sample size was adequate.  The use of the HPS groups 
being each other’s control may have put greater limitations on the results by trying to 
compare two clinical groups from the same course with different clinical instructors.   For 
example, could there be limitations in results when creating post-tests that are specific to 
HPS content that participants experienced?  Nevertheless, this study brings to light the 
need for more research using HPS with debriefing in nursing education. 
Likewise, Elfrink, Kirkpatrick, Nininger, and Schubert (2010) explored the idea 
that HPS improved content knowledge retention using HPS (including debriefing) among 
second-year nursing students (n = 41) in an advanced medical-surgical nursing course 
and third-year nursing students (n=43) in a high-acuity care nursing course.  Results for 
this study were based on a pre-test before HPS, a post-test after HPS, followed by a final 
exam.  Questions on the pre- and post-test were the same.  Participants were not given 
any answers following the pre-test, though it is not surprising there was a reported 
improvement between the pre-test and post-test scores (mean= 0.375; p= 0.000).  A one 
sample t-test was done to eliminate guessing as a factor in results.  The only questions 
used for this analysis were those missed on the pretest and answered correctly on the 
post-test, which indicated that learning did occur (mean= 1.75; p= 0.001) between taking 
the pre-test, experiencing the HPS, and taking the post-test.  Again, the pre- and post-test 
were reported as containing identical questions.  At the end of the semester the post-test 
scores were compared to the performance of two similar questions, in topic and difficulty 
level, on the final exam.  Ninety-three percent of the second-year students demonstrated 
knowledge retention from post-test to final examination at the end of the semester.  
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However, third-year nursing students’ retention (n = 43) in a high acuity course produced 
mixed results.  Only 50% of the third-year students demonstrated knowledge retention 
from post-test to the final examination.  The mixed results came from the fact that 
students who got the questions right on the post-test after the HPS missed the similar 
question on the final exam at the end of the same semester.  Again, these results are not 
surprising since the pre- and post-test used the same questions while the final exam 
questions were new.  The student participants (N=84) were provided needed resources 
and information to prepare for the HPS scenario.  Elfrink et al. (2010) indicated the 
questions were NCLEX style questions but provided no discussion regarding reliability 
or validity of the pre-test, post-test, or final examination.  Their study indicates what 
seemed to be limitations using the same questions for pre- and post-test.  Additionally, 
more questions on the final exam may have been beneficial in making comparisons.   
Brannan, White, and Bezanson (2008) looked at the effectiveness of traditional 
classroom lecture compared to the use of HPS in a quasi-experimental study.  The 
participants’ single criterion to participate in this study was being enrolled in the required 
adult health nursing course.  Both instructional method groups were tested on specific 
nursing content, i.e., caring for a patient with acute myocardial infarction (heart attack).  
Student participants were enrolled in a junior-level adult health course for the fall (n = 
53) and spring (n = 54).  The fall group participated in the traditional classroom lecture; 
the spring group participated in the HPS experience.  The HPS method included a case 
study with background patient information, use of the simulator, and debriefing but no 
traditional lecture for caring for a patient with a diagnosis of acute myocardial infarction.  
The HPS group was divided up to form smaller groups of eight-10 students who went 
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through five stations that covered course content.   Both the HPS and lecture participants 
were encouraged to read their text and use their workbooks to prepare.  Both groups 
covered the same content in the same amount of time (2 hours).  The lecture group was 
allowed time for questions and discussion with the educators during the time allowed.  
Prior to the instructional method, both groups completed a pre-test that included an Acute 
Myocardial Infarction Questionnaire (AMIQ) and Confidence Level tool (CL).  These
same tools were also used as the post-test after each instructional method for both groups.  
The faculty-developed AMIQ was tested and found to be consistent (reliability 
coefficient 0.74).  Brannan et al. (2008) indicated the existing CL tool reliability was a 
coefficient of 0.89.  The results showed students in the HPS group had significantly 
higher AMIQ post-test scores than those in the traditional lecture (t = 2.0, df = 79, p =
0.05).  The HPS group also scored higher on the AMIQ pre-test compared to the 
traditional lecture group.  The authors indicated they controlled these pre-test differences 
using regression methods to determine that the HPS participation made a difference in 
post-test scores. No significant differences were found in CL scores among the HPS 
group and the traditional lecture group (t = -1.74, df = 81, p = 0.09).    
One of the dominant leaders in nursing simulation, specifically HPS, Jefferies 
(2006), has reinforced in her work how important design is to HPS as a successful 
instructional method for learning. As Brannan et al. (2008) pointed out, the creativity 
and time needed for HPS development is, unfortunately, daunting to nursing faculty with 
full teaching loads.  A shortage of nursing faculty (Graves et al, 2013; Nehring, 2010)
stretches the responsibilities of existing nursing faculty, leaving little room for learning to 
utilize HPS in their courses.  However, as Jeffries (2006) discusses, the best approach to 
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HPS is to incorporate the implementation within the curriculum where all faculty and 
other collaborators may be involved.  An in-depth knowledge of instructional design 
(Graves, 2013; Jeffries & Rodgers, 2007; Wilson & Klein, 2012) among nurse educators
could be utilized in developing HPS experiences that will help achieve program goals 
regardless of size and resources.   
Instructional Design in Nursing
The concept of instructional systems design is just emerging in the nursing 
education literary venue.  Graves et al. (2013) discussed the educational doctorate as 
being critical to instructional leadership in nursing education.  The function of HPS as an 
instructional design and technology method (Bray, Schwartz, Weeks, & Kardong-Edgren, 
2009; Jarzemsky, 2012; Graves et al., 2013) can move experiential learning to the center 
of the classroom and make HPS the building block that connects theory to practice in the 
minds of nursing students (Schoening, Sittner, & Todd, 2006).
Even with growing support for HPS in nursing education (Adamson, 2010; 
Akhtar-Danesh, Baxter, Valaitis, Stanyon & Sproul, 2009; Blazeck, 2011; Schiavenato, 
2009), there are added stressors to the field of nursing education concerning design and 
implementation.  These concerns are the result of HPS demands on existing nursing 
education practices, which include but are not limited to cost, overload, lack of training, 
limited comfort in use of the technology, lack of expertise in various elements of 
instructional design or in holding a debriefing session (Adamson, 2010; Akhtar-Danesh et 
al., 2009; Blazeck, 2011; Bray et al., 2009; Graves et al., 2013; Jarzemsky, 2012;
Schiavenato, 2009).
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Staykova (2012) conducted a pilot study using a mixed-method, modified Delphi 
design to identify the curriculum competencies that nursing professors should possess 
based on two rounds of questionnaires, Round One (n = 5) and Round Two (n = 4).  
Curriculum competencies were categorized as mindset and skill set.  The skill set 
included role areas for educator, collaborator, and scholar.  Staykova (2012) found a 
statistically significant (p = < 0.05; W = 0.456; X2 = 160.192; df = 9) difference between 
the categories (i.e., mindset and skills set) and role areas.  For example, the first-round
mindset category ranked a Master of Science in Nursing (MSN) as the priority need of 
nurse educators for curriculum design.  In the second round, half of the participants 
ranked a doctorate of education as a priority competency requirement for designing 
curriculum.  The author stressed that existing research on this topic was severely limited; 
a larger study is needed to gain a better perspective on the skillset needed by nurse 
educators in curriculum development.  
The literature (Brannan et al., 2008; Gates et al., 2012) suggests there are 
indicators that HPS can improve nursing students’ ability to apply what knowledge is 
attained in the classroom to actual patient care measures.  However, nurse educators must 
communicate the processes needed to make competent nursing decisions (Corbett et al.,
2008; Etheridge, 2007; Kardong-Edgren et al., 2010; NCSBN, 2012).  With optimal 
utilization of instructional design expertise (Adamson, 2010; Akhtar-Danesh et al., 2009;
Blazeck, 2011; Bray et al., 2009; Graves et al., 2013; Jarzemsky, 2012; Schiavenato, 
2009; Staykova, 2012), HPS can improve experiential learning in nursing education.  
Though various instructional design theories and models exist in the literature, 
experiential learning and three universal principles (Lindsey & Berger, 2009) may help 
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nursing faculty when creating HPS experiences by organizing the HPS development 
process.  Lindsey and Berger (2009) describe three universal principles (Framing the 
Experience, Activating the Experience, and Reflecting on Experience) of instructional 
design.  These same principles can be applied to the process of developing an HPS 
experience.  Framing the Experience entails the planning and preparations to be made for 
the entire HPS experience. This principle requires the most time.  Activating the 
Experience involves carrying out the simulation scenario with the participants, and 
Reflecting on Experience is the debriefing process that completes the entire HSP 
experience.  The use of this model can help organize the processes of HPS design so that 
nursing faculty will feel less overwhelmed about creating HPS experiences.  In short, 
implementing an HSP experience requires a unique understanding of the nursing 
profession, healthcare, instruction, and systems design to develop a patient event that 
promotes nursing students’ abilities to provide competent nursing care.  
High-Fidelity Patient Simulation 
 According to Dewey (1910/1997) experiential learning requires learners to be in a 
real interaction with the environment and other people in the same 
environment/experience.  The HPS scenario requires students to actively engage in taking 
care of the presenting patient situation with other students.  Dewey (1910/1 997) and 
Kolb (1984) both suggest that reflection on an experience helps learners make cognitive 
connections for real life experiences.   In the case of an HPS scenario, a debriefing 
session is held for students to reflect on their HPS scenario experience.  Experiential and 
reflective learning can assist nursing students make the needed connections from theory 
to practice to make competent nursing decisions.  
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Experiential learning.  Nursing students can interact with each other and with 
the environment as they care for the simulated patient.  The patient’s condition improves 
or worsens based on students’ actions or inactions.  For example, nursing students in the 
HPS scenario are allowed to continue care even in situations where they do not recognize 
the early stages of respiratory distress and continuing patient decline and thus fail to 
rescue the patient.  The authenticity of the experience makes this manikin and computer 
software stand out from other products (Laerdal, 2013; Lateef, 2010; Lindsey & Berger, 
2009; Villamaria et al., 2008).    
Beischel (2013) conducted an exploratory study, using quantitative and qualitative 
methods, that examined learning styles, cognitive learning outcomes, and factors that 
affect learning during simulated experiences.  Participants were baccalaureate nursing 
students (N = 124) in a fundamental nursing course.  A Learner and Lifestyle 
Characteristics Questionnaire (LLCQ) was developed by the primary investigator.  This 
identified descriptive information for demographics, study time, and personal care habits 
prior to simulation.  Learning styles were measured by using an online survey called the 
Building Excellence (BE), completed as a course assignment in the first two weeks of 
class. This survey had six categories: Environmental, Perceptual, Psychological, 
Sociological, Physiological, and Emotional.  The BE survey statements were answered 
using a five-point Likert scale with 1 = strongly agreed to 5 = strongly disagreed.  The 
cognitive learning outcomes were measured from scores participants received on pre- and 
post-test using HESI standardized multiple choice questions from Elsevier Publishing 
Company.  The pre- and post-test were equivalent in content and difficulty.  The pre-test 
had a reliability of 0.93 (KR-20), the post-test 0.91.   The level of difficulty for both  
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pre- and post-test was 0.71. The participants completed an anxiety scale (Beischel, 
2013) using a portion of the Spielberger’s S-Anxiety Scale Y Form (the State Trait 
Anxiety Scale).  Reliability was reported as 0.92-0.93 on the anxiety scale in a testing 
scenario among college students. Pre- and post-test simulation were already a part of the
nursing curriculum requirements for all students in this course.  Two weeks prior to the
assigned HPS day, students took a pre-test.  The anxiety scale and LLCQ were
administered after the pre-test to study participants. After the HPS scenario, a 15-minute 
debriefing took place, and then students took the post-test immediately following the
debriefing. The study revealed that anxiety level had no effect on cognitive learning 
outcomes, but 41 participants reported that anxiety did affect their ability to “learn and 
perform” in HPS (Beischel, 2013, p. 240).   Anxiety was influenced by the readiness to 
learn (β = 0.31, p < 0.01), preparedness for simulation (β = 0.22, p < 0.01), and auditory-
verbal learning style (auditory: β = 0.21, p < 0.01; verbal: β = 0.28, p < 0.01).  Strong 
learning styles in auditory-verbal (β = 0.24, p < 0.01) and hands-on (β = -0.17, p = < 
0.05) influenced the cognitive learning outcomes using HPS.  Analogously, Pritchard 
(2013) discussed that learning styles involving the senses (i.e., visual, auditory, 
kinesthetic) are used by all learners, but the stronger senses dominate in the learning 
process.  
A descriptive correlational post-test only study design was conducted by Smith 
and Barry (2011) to examine the use of HPS in a home health experience to assess factors 
that may affect student satisfaction, self-confidence, and learning.  Participants (n = 48)
were baccalaureate nursing students enrolled in a senior-level course that focused on 
community health, including home health nursing.  This was a convenience sample
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(N=48) as all students in the course completed the HPS and those willing to participate in 
the study completed the study instruments at the end of the debriefing session. The 
students were assigned to six groups of eight students each, and the HPS scenarios and 
debriefing occurred over several days.  Once groups arrived for their HPS experience, 
they provided nursing care in a simulated home setting and conducted a safety 
assessment.  Students who consented to participate in the study completed study 
instruments after their HPS scenario and debriefing.   The authors used The National 
League of Nursing’s (NLN) instruments, Student Satisfaction and Self-Confidence scale 
(Cronbach’s alpha 0.94 & 0.87).  These instruments were self-reporting tools, using a 
Likert scale with a possible score of 25 for Satisfaction and 40 for Self-Confidence.  
Student participants (n =48) were satisfied with the home health HPS scenario and 
perceived this scenario increased their self-confidence in providing patient care in a home 
setting.  However, the authors found no significant difference between learning and 
satisfaction ( = 22.28; SD = 2.284) or learning and self-confidence (  = 34.31; SD = 
3.397).  Prior to this course/study, these students had no prior experience with HPS which 
could influence the increased satisfaction from the simple change in their usual class 
routine.  A 16-item multiple choice post-test was developed by the investigators to assess 
learning.   The post-test was administered (n =47) and revealed low scores for learning (  
= 9.74; SD = 1.95).  The design characteristics of simulation were assessed using the 
NLN Simulation Design Scale (Cronbach’s alpha 0.92).  The participants (n=47) reported 
high scores for all five design characteristics:  Objectives (  = 22.3, SD = 3.057): Support 
(  = 18.41; SD = 2.06), Problem Solving (  = 22.08; SD = 2.841), Feedback ( = 18.55; 
SD = 1.947), and Fidelity ( = 9.02; SD= 1.107).   Despite weaknesses in study design 
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such as no pre-test assessment and the highly subjective measurements, this study does 
suggest the utilization of HPS in nursing care settings that otherwise might not be 
considered for HPS.   Also, the authors suggest that providing an HPS experience prior to 
clinical rotations may optimize students’ performance in the real clinical setting. 
Girzadas, Clay, Caris, Rzechula, and Harwood (2007) conducted a prospective 
study to assess two outcomes, time to complete a surgical airway and time to administer a 
series of treatments to manage the case.  Data was collected in real time versus using 
existing data to evaluate if HPS could distinguish experienced from novice medical 
residents (N=44) when providing patient care in an health emergency situation.   In this 
study, the residents were divided into two groups: novice (n=22) and experienced (n=22).  
In this study, the priority goal for using HPS was to identify the least amount of time 
required to establish a surgical airway.  The other goals that followed had to do with the 
time it took to complete various aspects of patients’ care such as administration of 
Epinephrine as the initial action.  The authors’ findings provide support that HPS did 
show that novice residents took significantly longer than the experienced residents to 
achieve the primary goal, which was to complete a surgical airway (621 seconds versus 
512 seconds; p = 0.028), as well as secondary outcome goals: time to start a surgical 
airway (534 seconds versus 442 seconds; p = 0.043) and time to complete the scenario 
(650 seconds versus 513 seconds; p = 0.006).  An additional measure that showed a 
significant difference was the two groups giving Epinephrine first, a desired action 
completed by 73% of the novice residents but by 100% of the experienced residents (p = 
0.02).  The authors suggested that by identifying that a difference exists between skills 
level of the residents through using HPS that could be used in resident care competencies 
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in the future.   HPS can provide real-life situations in a high-fidelity environment while 
fully engaging students in experiential learning without real harm to patients.  
Leighton and Scholl (2009) examined the ability of nursing students (N=31) to 
apply basic care principles for cardiopulmonary arrest to a simulated patient emergency 
and found that confidence in performing Cardiopulmonary Resuscitation (CPR) and fear 
of encountering code experiences influenced their ability to function in the simulated 
health emergency.  The participants (n=30) were randomly selected and assigned to 
groups of three resulting in 10 groups going through the simulation.  Twenty-eight 
participants completed the questionnaire in the study.  Before the HPS experience, those 
with prior CPR experience and those without showed no significant differences in 
confidence in doing CPR.  Prior CPR experience ranged from assisting to observation.  
Leighton and Scholl (2009) found that three months following the HPS both those with 
(t(8)=-5.0, p = 0.001) and without (t(16) + -3.8, p = 0.001) CPR experience showed 
increased confidence.  Fear of a code situation was reported before and three months after 
the HPS.  The authors found that those who did not have previous CPR experience had 
less fear of the situation (t(26) = 3.2, p = 0.003) than those who did have previous CPR 
experience (t(16) =   -4.8, p < 0.001). The years of previous health care experience 
correlated with the fear of a code situation (r = 0.412; p = 0.033).  The nursing actions 
fundamental to carrying out CPR, timed according to the number of seconds’ students 
took to complete each step, were identified as basic principles, observed in seconds; 
identifying an unresponsive patient, checking responsiveness, recognizing the need for 
cardiopulmonary resuscitation, calling for help, timing of breaths, and initiating chest 
compressions.  Less than half of the groups performed the events in correct order based 
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on CPR guidelines at the time of the study.  In the HPS scenario, the time-range to 
identify that the patient was unresponsive was 35-152 seconds (  =83.2), longer than the 
2015 American Heart Association (AHA) recommendation of no more than 10 seconds to 
identify absence of breathing and/or circulation.  Leighton and Scholl (2009) identified 
five themes from the qualitative data: Future [situations of patient decline], Managing the 
Code, Reality versus Simulation, Lack of Knowledge, and Personal Feelings.  The future 
aspect was identified based on participants’ responses that though they were certified in 
CPR. 
This CPR simulation was a reality check for the need to practice throughout 
nursing school.  Many of the participants expressed how real the simulation felt to them.  
Managing the Code was based on the participants’ responses that indicated that the 
simulation helped to clarify how to deal with the feeling of being unprepared.  Lack of 
Knowledge was a theme the authors did not expect to see in their study because students 
were CPR certified as a course requirement.  Yet participants in the study indicated they 
did not understand their role or what to do in their role of providing CPR.  Personal 
Feelings identified many participants conveying disappointment in their handling of the 
situation.  Because of these findings, faculty examined their curriculum in order to 
correct the gaps in knowledge related to CPR.    
Kirkman (2013) examined, over time, the effectiveness of HPS versus lecture in 
the transfer of knowledge and skill performance as opposed to traditional clinical 
experience.   Under-graduate student participants (n =42) were rated on performing 
respiratory assessment.  The results indicated a significant difference (p = 0.000) where 
HPS was more effective in the transferring of knowledge.   A performance evaluation 
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interrater reliability of 1.0 and content validity of 1.0 was reported.  The author suggests 
that HPS prepares nursing students for nursing practice but is not a replacement of the 
traditional clinical experience but enhances existing educational strategies.   
Reflective learning and debriefing.  Once the simulated patient scenario has 
ended, the final piece of the HPS experience is debriefing.  Debriefing takes place after 
the simulated patient scenario has been completed and is considered by most in nursing 
education as the place where connections are made between theory and practice (Cant & 
Cooper, 2011; Onda, 2012; Reese et al., 2010; Schubert, 2012).  Debriefing should be a 
time for participants to reflect on their experience, actions (of self and others), and patient 
outcomes.  The literature (Dreifurest, 2009; Kaakinen & Arwood, 2009; McGrath et al., 
2012; Wagner, Bear, & Sander, 2009) recommends that debriefing not be conducted in 
the same manner as a post-conference in clinical; rather, instructors should serve as 
facilitators and experts.  Though a post-conference can be conducted in a variety of ways, 
it is common for nursing faculty to discuss with the students the events during the clinical 
day (Gaberson & Oermann, 1999).   In other words, post-conference and HPS debriefings 
differ in terms of nursing faculty’s involvement.  
The literature suggests that debriefing is the critical portion that will mesh theory 
with practice for the students.  Shinnick, Woo, Horwich, and Steadman (2011) conducted 
a repeated measures experimental study to assess where in HPS transfer of knowledge 
occurs, in the hands-on portion or hands-on with the debriefing.  The authors also 
examined if HPS improved nursing students’ knowledge of adult clinical situations that 
are common in nursing practice.  A convenience sample of nursing students (N=162) 
from an advanced level medical-surgical course was used.  Excluded in the study were 
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those students who had heart failure or had a family member with heart failure.  The 
participants in this study had had lecture on heart failure two weeks prior to the study and 
attended required clinical hours for the course.  The HPS experience scenario is to care 
for a patient with acute heart failure (HF) without the body compensating for low cardiac 
output.  The scenarios used in this study were faculty- developed where a panel of 
content experts agreed on content and level accuracy.   The instruments consisted of a 
pre-test, a post-test given after the hands-on experience, and a post-test given afterwards 
for those that had hands-on experience with debriefing.   Each test, developed by the 
primary investigator, was a 12-item multiple-choice called a HF Clinical Knowledge 
Questionnaire.  There was no reported data for reliability and validity of these tests.  The 
authors indicated that validation of content was based on the agreement of three content 
experts.   Each test was different but considered similar in difficulty according to the 
same content expert panel used for scenario development.  The results indicated the 
knowledge scores decreased from pre-test to the first post-test for those in the HPS with 
no debriefing ( ̅ = -5.63, SD = 3.89; p < 0.001) while the group that had HPS with 
debriefing had improved post-test scores ( ̅ = 6.75, SD = 4.32; p < 0.001).   The 
reflective learning in debriefing is thought to be the factor that results in the difference 
between these groups (Shinnick et al., 2011). 
Cantrell (2008) analyzed students’ (n=11) perceptions of the debriefing process 
and found three influential factors: being prepared for the experience (i.e., studying), 
faculty behavior during the scenario, and conducting the debriefing at the end of each 
scenario.  Additionally, students indicated they perceived structured debriefing was 
beneficial to their learning.  This descriptive analysis was conducted using volunteer 
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nursing students (n =11) in a pediatric nursing course.  Participants in the HPS 
experiences were video-taped while in the simulation and had a verbal debriefing 
following the simulation.  A qualitative interview was done two weeks after HPS 
participation. This study did not address the long delay in debriefing. In the qualitative 
interview process, participants received structured debriefing that included a critiquing of 
the group/individual performances in the HPS by playing back the video of their HPS 
experience for discussion.   The author found the students supported the idea that 
debriefing is an important teaching strategy that influenced their learning.   However, 
more recent literature suggests that nurse educators must look at HPS as strategies for 
instruction. Debriefing in HPS is an extension of the simulation experience, a time for 
students to examine their decisions and actions in the scenario to help understand nursing 
care (Cantrell, 2008; Childs & Sepples, 2006; Fanning & Gaba, 2007; Jeffries, 2005;
Wilson & Klien, 2012).
Evaluation Tools
Medical schools have a long history of using simulation (Rosen, 2013), ranging 
from using standardized patients where individuals act the part of a patient and 
progressing to a variety of fidelity levels, degrees of realism in patient simulators (i.e., for 
anesthesiologists or surgeons).  The use of HPS in medical education has provided 
insights about the usefulness of HPS in educating and training physicians.   For example, 
Heitz, Brown, Johnson, and Fitch (2009) found first-year medical students (N= 112) in a 
basic preclinical course improved overall recall of concept information based on post-test
scores after HPS. The study focused on basic medical concepts from a previous course.  
In their study, researchers wanted students to apply the previously learned concepts to the 
 
41 
 
emergency patient situation presented in a different course used for their study.   
Participants (N=112) were divided into two smaller groups of 56 each to watch a 90-
minute emergency medicine simulation presentation.  In this study the participants 
watched a live simulation being carried out by their faculty (same HPS content and 
faculty for both groups).   Results from only 109 participants were used for the analysis 
as a result of missing data.  Students were more likely to get all four questions correct on 
the post-test than the pre-test, not surprising since the same four multiple choice 
questions were used in the pre- and post-test relating to the HPS content.  Questions 1 
and 4 on the test provided statistically significant improvement between pre- and post-
test.   On the pre-test, questions 1 and 4 showed the number of correct answers as below 
80%.  Post-test scores for question 1 were 99.1% and 95.4% for question 4.   Scores for 
Question 2 were not statistically significant despite having more correct responses on 
post-test than pre-test.  Question 3 had the same number of correct responses on both the 
pre- and post-test.  The authors perceived that the study demonstrated a potential 
alternative to straight lecturing on course content despite the limitations of the study.  
Time constraints prevented a more robust pre- and post-test.  The authors suggested that 
HPS helped the recall of information for students in this study but recommended that 
more research involving HPS needs to be conducted.     
According to Kardong-Edgren et al. (2010), the search continues for an evaluation 
tool that can objectively produce reliable and consistent results in evaluating nursing 
student performance in HPS experiences.  Todd, Manz, Hawkins, Parsons, and Hercinger 
(2008) conducted a study to develop and evaluate a quantifiable tool to be used in HPS to 
score nursing students’ implementation of nursing care.  They identified the following 
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four main core competencies for the Simulation Evaluation Instrument (SEI): 
Assessment, Communication, Critical Thinking, and Technical Skills.  Each category has 
a specific list of expected behaviors.  For example, the competency Critical Thinking has 
nine behaviors that need to be identified/completed such as interpreting vital signs and 
lab results.  The overall content validity ( = 2.67, SD= 0.10) of this instrument was 
determined by an expert panel which was confident that the instrument adequately 
evaluated student performance but was not as effective at evaluating student learning.   
Overall inter-rater reliability indicated high agreement on many behaviors of students 
(N=72) , with the average of the agreement percentages reported as follows: Assessment 
84.4%; Communication 89.1%, Critical Thinking 87.5%, and Technical Skills 62.5%.   
The faculty evaluators’ agreement on passing scores on the simulated clinical experience 
among the student groups was 81.3% (13 of 16 groups).  The authors perceived this core 
competency approach could grow into an adequate evaluation tool for the future.  
Recommendations for this study to be replicated include a larger sample size, use of more 
scenarios, and additional levels of student ability.   
Kuiper, Heinrich, Matthias, Graham, and Bell-Kotwall (2008) examined the use 
of the Outcome Present State-Test Model (OPT), a rating tool for clinical reasoning in 
HPS to add structure to the debriefing process and promote critical thinking.   The OPT 
model rating tool has five sections: Reasoning, Patient Story, Outcome-Present State, 
Judgments, and Frame.  These sections collectively document the students’ decision-
making abilities for providing nursing care in their patients altered state of health (i.e., 
chest pain and respiratory distress).  In turn, the faculty can utilize these OPT worksheets 
to structure the post-clinical discussions or HPS debriefing.  The inter-rater reliability of 
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this rating tool was reported at 87% between two clinical nursing instructors based on 16 
randomly chosen OPT worksheets.  In this descriptive study, senior baccalaureate nursing 
students in a medical-surgical course (n =44) completed OPT Model worksheets after 
providing care in the real clinical setting and again after providing care in an HPS 
experience followed by debriefing.  The participants were asked to complete the OPT 
Model worksheets that related to the real clinical experiences over the course of a 
semester.  The same students rotated through four hours of HPS experiences instead of 
the real clinical experiences and completed another OPT model worksheet that related to 
the scenario used in the HPS.  The participants (n=44) completing the OPT Model 
averaged 48 points out of 76 points after simulation with debriefing.  The same 
participants (n=44), completed the OPT Model and averaged 47 points out of 76 points 
after clinical experiences, both relating to nursing care of a critical ill patient.  There were 
no significant differences between group mean scores (t = -1.321, p = 0.0194).  There 
were no significant differences among the sections of the model between the HPS and 
Clinical experience (t = -0.68, p= 0.504).  The HPS scores were higher than Clinical 
experiences score in the following areas: identifying interventions, recording lab 
information, making decisions based on lab results, and relating presenting condition 
with nursing diagnoses.  However, despite such limitations as small sample size and no 
significant differences between group means scores and no significant differences among 
the sections of the model between the HPS and Clinical experience, the authors 
concluded that HPS with debriefing has a place in coordination with classroom and real 
clinical experiences.   
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Reed conducted a 2012 exploratory study to examine a developed tool, The 
Debriefing Experience Scale, to assess nursing students’ debriefing experiences.  The 
tool was created based on the work of a content expert panel, extensive review of the 
literature, and nationally known simulation experts.   Using a Likert rating (1-5) the 
Debriefing Experience Scale was designed to measure students’ experience during 
debriefing and the importance of that experience to the students. The participants were in 
a baccalaureate nursing program and divided into one of two groups based on their 
courses, Obstetrics (n= 75) and Intensive Care (n = 55).    The participant groups were 
randomly selected to be in one of the two types of debriefing used in this study:  video-
assisted oral discussion debriefing and oral discussion debriefing without video.  There 
was no documented control group used in this tool study.  The 20-item scale had overall 
reliability for the Experience Items (0.93) and for Importance Items (0.91).  Subscale 
reliability scores included four items for analyzing thoughts and feelings (Experience 
0.80; Importance 0.91), eight items for learning and making connections (Experience 
0.89; Importance 0.61), five items for facilitator skill in conducting the debriefing 
(Experience 0.80; Importance 0.75), and three items for appropriate facilitator guidance 
(Experience 0.84; Importance 0.65).  Although the importance portion of the two scales 
(0.61 and 0.65) was too low, Reed concluded that the scale has strong potential, but the 
importance portion of the scale needs more testing to determine reliability and validity.  
Reed further recommended using only the experience potion of the scale.  Later, Reed, 
Andrews, and Ravert (2013) conducted a quasi-experimental study that compared student 
experiences in two types of debriefing: debriefing with and without video using the 
established tool, Debriefing Experience Scale.  The participants (N=64) were 
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baccalaureate-level nursing students in a critical care course. The participants were 
randomly selected to be in one of two groups, debriefing with video (n=32) or debriefing 
without video (n=32).  Common practice for HPS is that the scenario experiences are 
recorded and can be utilized in the debriefing sessions or for students’ learning.  
However, this study indicated that though participants were accustomed to HPS 
throughout their curriculum, they had no experience debriefing with video prior to this 
study.  The debriefing session without video used five open-ended questions to guide 
discussion.  The debriefing session with video had video clips (from the HPS scenario) 
that the facilitators perceived were important to discussion along with the five open-
ended questions.  There were no statistically significant results between the debriefing 
alone (DA) or with video (DWV) overall.  Two items on the scale did have statistically 
higher scores in the DWV; students perceived debriefing helped make connections 
between theory and real practice (DWV: = 4.3, SD + 0.45, DA: x= 4.2, SD + 0.80; 
p=0.007) and perceived they had enough time in the session for adequate debriefing 
(DWV: = 4.5, SD + 0.57, DA: x= 4.2, SD + 1.10; p=0.039).  However, for the scale 
item that asked if they felt the facilitator was an expert in content area, the debriefing 
alone received higher scores (DA: = 4.8, SD + 0.43, DWV: = 4.6, SD + 0.50; 
p=0.006).  The authors (Reed et al., 2013), recommend additional research be carried out 
using this tool and other measures to include post-debriefing written examinations. 
Mariani, Cantrell, Meakim, Prieto, and Dreifuerst (2013) examined structured and 
unstructured debriefing after two HPS experiences.  This mixed-method quasi-
experimental study used junior-level nursing students (N=86) enrolled in a critical care 
course.  Students were randomly assigned to one of two groups, intervention (n=42) and 
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control (n=44).   The intervention group received a structured debriefing session using a 
style called Debriefing for Meaningful Learning (DML).  The DML guides the debriefing 
session to embrace individual background and explore decisions made in the patient care 
situation.  The control group received the unstructured debriefing session, which was the 
normal format for the course.  The unstructured debriefing session had no planned 
format, but participants were asked to elaborate on the positive and negative events or 
decisions occurring during the simulation.  Participants were observed by course faculty 
to evaluate clinical judgment skills at the end of each HPS scenario and prior to 
debriefing, using the Lasater Clinical Judgment Rubric (LCJR).  Rubric inter-rater 
reliability was reported as high (r= 0.92; p< 0.01).   LCJR has the evaluator rate 11 
behaviors, made up of four subscales of clinical judgment: responding, reflecting, 
noticing, and interpreting.  The total possible score range of the LCJR is 11 to 44.  The 
LCJR overall mean scores indicated the intervention group was lower for simulation 1 
(first time) and higher for simulation 2 (second time), but differences between the two 
were not significant.  The findings were not statistically different for overall scale cores, 
group main effect, F(1,84)= 0.009, p= 0.92, time main effect F(1,84)= 0.33, p= 0.562; 
group x time interaction effect, F(1, 84)= 0.213, p= 0.64.  Then participants (N=86) were 
invited to attend a group interview so the investigators could assess the impact of the two 
debriefing methods, Structured Format (i.e., DML) or No Structured Format.  
Unfortunately, only 8.1% of the participants attended the interview.  The interview was 
videotaped and reviewed for common themes among the intervention and control groups. 
The authors concluded that the qualitative information showed that the participants 
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perceived the structured debriefing session was more beneficial to their learning process 
than unstructured debriefing.   
Summary 
The use of HPS is more common now in schools of nursing than ever before.  
However, Kardong-Edgren et al. (2010) suggest the true effectiveness of HPS to improve 
nursing students’ decision- making abilities or improve clinical performance remains 
unknown.  The debriefing (Shinnick et al., 2011) is considered to be the critical part of 
HPS.  A few tools have proven promising in their abilities to evaluate student 
performance during HPS and to indicate the effectiveness of debriefing (Kuiper et al., 
2008; Reed, 2012).   However, the study of debriefing techniques in nursing HPS 
experiences is limited.  The literature has discussed the importance of HPS experiences 
with debriefing, and instructional design is emerging as a pivotal underlying component 
of this process.  
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CHAPTER THREE 
Methodology 
This chapter presents the descriptions of the research questions, hypotheses, 
participants, study design, instrumentation, and data-analysis procedures as implemented 
in this study.  
Research Questions 
 The three research questions for this study are: 
Question 1: Do specific academic outcome measures (i.e., admission GPA, college 
Algebra and Biology grades, and Program Admission Exam scores) correlate to high 
scores on the HESI post-tests? 
 
Question 2: Is there a difference over time in HESI scores between the treatment and 
control groups?  
 
Question 3:  Will participants recognize debriefing as a beneficial part of learning when 
using HPS?  
 
Hypotheses 
 
 The four hypotheses tested in this study are: 
Hypothesis 1: When the D-FITGA model is applied to debriefing, participants’ post-test 
HESI scores will increase.   
  
Hypothesis 2:  As participants’ academic outcome measures (i.e., admission GPA, 
college Algebra and Biology grades, and program admission exam scores) improve, their 
post-test HESI scores will increase.   
 
Hypothesis 3: As the tests are repeated over time, participants’ HESI scores will 
increase.   
 
Hypothesis 4:  Participants will rate debriefing after HPS as a positive experience that is 
important to their learning.  
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Participants 
 
The participants in this research study were recruited from an associate degree 
pre-licensure program in Kentucky accredited by the Accreditation Commission for 
Education in Nursing, Inc. (ACEN).  A written letter of support to conduct this study was 
provided by the chair of nursing in the associate degree nursing program.  This study was 
also approved by the Institutional Review Board (IRB) of the University of Kentucky 
(Appendix B) and the study location’s Human Subjects Review Board (HSRB).   The 
study location’s nursing program admits 40 new nursing students into the first nursing 
course each fall and spring.  The nursing courses’ prefix for this program is NIP (Nursing 
Integrative Program).   Each semester, one section of each course is offered.  The nursing 
program runs first and second semesters for freshmen, and third and fourth semesters for 
sophomores.  The NIP 116 and 215 classes mark the first and last courses, respectively, 
of the 2-year curriculum for the Associate’s Degree in Nursing.  Successful completion of 
this two-year curriculum makes graduates eligible to take the state licensure examination 
to become registered nurses (see Table 3.1).   
 Table 3.1  
Madisonville Community College Program Curriculum 
 
Year Course Frequency Cohort HPS 
Freshman NIP 116-01 
Fundamentals of Nursing 
Fall 
Spring 
First 
Semester 
No 
Freshman NIP 128-01 
Medical-Surgical Alteration 
Fall 
Spring 
Second 
Semester 
Yes 
Sophomore NIP 212-01 
Advanced Nursing Practice 
Fall 
Spring 
Third 
Semester 
Yes 
Sophomore NIP 215-01 
Nursing Leadership & Specialty 
Practice 
Fall 
Spring 
Fourth 
Semester 
No 
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Therefore, participants came from NIP 128 and NIP 212, during the 2015–2016 academic 
year.  The researcher informed approximately 87 potential participants about the study.  
To ensure consistency in the information presented, an IRB and committee-approved 
script was used (Appendix C).  Fifty-three participants consented in writing and received 
a copy of the consent form.  Thirty-four candidates did not participate: 4 students who 
were absent from class on the day of the information session to recruit participants, 12 
students who did not stay for the information session when told study participation was 
not mandatory for their course, 3 who left during presentation of the information, and 15 
who read the consent form but decided not to participate. When the researcher asked 
these 15 why they were declining participation, all verbalized essentially the same 
reason: it was added stress to their lives (See Table 3.2).   
Table 3.2 
 
Numbers of Students in each Nursing Course Declining Study Participation 
 
 
 
 
 
 
 
 
 
 
 
Note. Different cohort from Fall 2015. 
 
The researcher informed those attending the information session that all phases of 
the study would take place when participants were already on campus and they would be 
taking a free standardized NCLEX-style exam that would give feedback in areas of 
weakness and strengths, but these participants still declined.  Additional encouragement 
to participate came from faculty and the faculty-scheduled information sessions that, for 
Course Number 
declined 
Study group 
   
Fall 2015 NIP 212-01 
 
9 Control Group 
Fall 2015 NIP 128-01 
 
11 G.A.S Model 
Spring 2016 NIP 128-01* 
 
14 D-FITGA Model 
Totals 34 of 87  
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the students’ convenience, were scheduled as part of regular classes.  Participants were 
encouraged to consider study participation as an attribute that could be added to their 
resume or discussed in a future job interview.  The researcher also reminded participants 
of these potential advantages when they indicated a desire to exit the study prematurely.  
Due to limited funds, an adequate monetary gift drawing to stimulate participation could 
not be proffered.  In Fall 2015, participants enrolled in Medical–Surgical Alteration NIP 
128-01 (n = 4 out of 26) and Advanced Nursing Practice NIP 212-01 (n = 15 out of 30).  
Participants who enrolled in NIP 212-01 Fall 2015 completed the study in August; the 
required simulation occurred before all the course content had been covered.  Participants 
enrolled in NIP 128-01 Fall 2015 completed the study in November; the required 
simulation with debriefing occurred at the end of their course content.  In Spring 2016, a 
different cohort of participants (n = 20) enrolled in NIP 128-01 and completed the study 
in April: the required simulation with debriefing occurred at the end of their course 
content.  None of the participants in the study had completed NIP 212-01.    
High-fidelity patient simulation (HPS) is incorporated into the study site’s nursing 
curriculum to complement instruction from lecture, clinical, and skills lab.  The nursing 
program has incorporated HPS hours into the nursing curriculum and requires students in 
NIP 128 and 212 to participate in activities that involve patient simulators.  The nursing 
program features curriculum that includes HPS experiences (simulated scenarios with 
debriefings), as recommended in the nursing literature.  The researcher observed 
participants in the HPS scenarios and then facilitated the required debriefing sessions 
after the scenarios.  Although the patient simulators were utilized in NIP 116 and NIP 
215, the curriculum focus was not HPS in these courses.  Participants had completed the 
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course content in Fundamentals of Nursing NIP 116 and Medical-Surgical Alteration NIP 
128, where they fulfilled their HPS requirement.  The participant pool included licensed 
practical nurses (LPNs) entering the registered nursing (RN) program in the second 
semester of the first year after completing a summer nursing course that brought these 
students academically in line with the existing participants enrolled in NIP 128 (Medical–
Surgical Alteration).    
The NIP 128 and NIP 212 courses are required; they consist of a clinical 
component where participants rotate through real hospital experiences during the 
semester.  The HPS in this study is part of normal operations within this nursing program.  
The HPS scenarios utilized for NIP 128 and NIP 212 are selected from the Simulation in 
Nursing Education Scenarios © 2007 by the National League of Nursing (NLN).  These 
scenarios are chosen by the nursing faculty based on course objectives.   
Healthcare Background 
            Of the 30 participants in this study (Table 3.3) only 9 were Licensed Practical 
Nurses (LPN) while 21 were Certified Nursing Assistants (CNA) The nursing program 
admission requirement for this institution indicates that if students are not LPNs then they 
must complete a certification course for a nurse’s aide.  
Table 3.3 
 
Healthcare Background of All Study Participants 
 
 
 
 
 
 
Degree type D-FITGA Control Total 
CNA (non-degree, certificate) 11 10 21 
LPN (vocational, diploma)  4   5   9 
Totals 15 15 30 
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College Readiness at the Time of Program Application 
          The participants in the study were active nursing students in the nursing program.  
The following discussion illustrates their college readiness when they initially applied for 
admission.  Review of participant admission information showed participants had an 
ACT or a Compass ACT.  The researcher then identified participants as college ready or 
not.  The nursing program has defined college readiness as not needing remedial courses 
prior to admission to this nursing program based on institution-designated ACT and 
Compass ACT scores.  Seventy-three percent (23 of 30) of the participants were college 
ready, i.e., they did not have to take remedial courses before entering the nursing 
program. Twenty-three percent (7 of 30) were not college ready and needed remedial 
courses before starting the first nursing course.  One participant in the control group 
required remediation in two areas.  Table 3.4 identifies the areas where scores were too 
low for admission to the nursing program at initial application.  Once participants met the 
remediation requirement, they reapplied and could be admitted to the nursing program.  
Therefore, all participants met the college readiness requirement before participating in 
the study. 
Table 3.4 
 
Number of Participants Requiring Remediation Before Program Admission 
 
 
 
Academic subjects D-FITGA Control Total 
Math 1 4 5 
Reading 1 0 1 
English/Writing 0 1 1 
Totals 2 5 7 
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Instrumentation 
 Table 3.5 identifies the research variables that will be examined using the 
instruments described below for the data collection. 
Table 3.5 
Independent and Dependent Research Variables of the Study 
 
 
The Standardized Pre- and Post-test 
The Elsevier Publishing Company (2006) bought a privately-owned company 
titled Health Education Systems Incorporated (HESI) that specialized in testing for 
nursing and other healthcare disciplines.   HESI continues to be used by nursing 
education programs to provide standardized, evidence-based nursing examinations.  
Elsevier provided the researcher with secured online HESI pre- and post-test questions.  
To receive permission to use the questions, the researcher agreed in writing to ensure that 
HESI’s test questions would remain secure and confidential, to provide the results from 
the research study to HESI, and to publish final study results in an appropriate Elsevier 
journal.  The HESI pre- and post-test scores provided participants with feedback on their 
results that could be used as benchmarks to assess their ability to make competent nursing 
decisions.  The HESI score (0–1,500) is calculated using a undisclosed mathematical 
model based on multiple factors, including the averages of both the difficulty level of the 
exam as a whole and each individual question item (Schreiner & Brunnert, 2015).  For 
example, if participants’ A and B answered 25 out of 30 questions correctly, although 
Independent variables Dependent variables 
    Biology Course Grade 
    College Algebra Grade 
    Grade Point Average 
    Program Admission Exam Scores 
                  HESI Pre-Test Score 
                  HESI Post-Test Score 
                  DES Survey Results  
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they answered the same number of questions correctly, their HESI scores could still be 
different based how many of the difficult questions they answered correctly.  Because 
additional information is kept secure by the program, further details about participants’ 
exam scores were unavailable. 
Nursing programs utilizing HESI exams identify the best benchmarks for their 
respective curriculum to promote program outcomes relating to pass rates on the national 
council licensure examination for registered nurses (NCLEX-RN).  Once nursing 
students have graduated with their Associates Degree, their program nursing chair 
submits names of those who have met the degree requirements to the Kentucky Board of 
Nursing.  At this point it is up to the graduates when they take the licensure exam.  They 
must successfully complete this licensure examination to practice as a Registered Nurse.  
The standardized nursing examinations developed by HESI were administered via 
computer at the study site.  Participants were already familiar with computerized testing 
in their nursing program, for such testing was implemented in their nursing curriculum 
for course exams.  The tests for this study were administered using Elsevier’s secure 
server, and the software prevented participants from browsing files on the internet when 
taking the test.  In addition, the researcher proctored the pre- and post-tests.  Because it 
was vital to protect the integrity of the HESI exams, a copy of the exact exam questions 
cannot be provided.  A letter of support and test security confirmation was provided from 
Elsevier Publishing Director of Research, Dr. Barb Schreiner (Appendix D).  In her 
supporting letter, Dr. Schreiner reported that “a total student sample of 49,115 yielded 
estimated predictive validity values between 93.36% and 99.16%.”  HESI’s Medical–
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Surgical specialty exam produced a KR-20 of 0.919 (Morrison, Adamson, Nibert, & 
Hsia, 2004).   
After the researcher provided a basic description of the nursing courses to HESI, 
the researcher received a large pool of questions from which to determine content 
appropriateness for the pre- and post-tests.   After the researcher reviewed the objectives 
from the Simulation in Nursing Education Scenarios © 2007 by the National League of 
Nursing (NLN), appropriate questions were identified that tested general knowledge for 
nursing participants who had completed nursing fundamentals and medical–surgical 
nursing.  The questions chosen for the tests focused on the skills needed to rescue a 
patient, as follows: priority action, critical assessment findings, and best nursing 
intervention based on patient information.  The test questions did not require knowledge 
of any specific pathophysiology.  For example, a question item would be about nursing 
assessment and intervention for the patient in respiratory distress.  The pre- and post-tests 
all contained 25 multiple-choice items. The pre-and post-test questions were different 
between the groups, however, had similar content matter and level of difficulty. Different 
questions were asked to help decrease potential contamination of content and minimize 
the possibility of cluing participants to answers on the future post-test.  Using the 
company’s testing blueprint within their question database, a HESI content representative 
could identify questions covering the same content and skill level.  The pre-and post-test 
questions were the same within the groups.  The pre- and post-test were completed 7-8 
days apart.   This approach was based on information discussed in Chapter 2, i.e., that 
previous studies having same questions on the pre- and post-tests with immediate 
completion might influence test results in that participants could recall questions and 
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deduct correct answers based on pre-test answer choices.  The dates for the testing were 
determined by the study location nursing chair, ensuring that the participants were 
scheduled to be on campus.   
The HESI testing requires participants to sign up for their own HESI account to 
allow them to take tests and view the results on the company’s secured server.  The 
researcher had a faculty account to proctor exams and view participants’ results.  
Participants were responsible for remembering their access information for the HESI 
testing site.  At the end of this study, the HESI results, with each participants’ individual 
performance summary on the pre- and post-test, was available as feedback that is 
normally released to HESI test takers to help participants identify areas of strength and 
weakness.  Feedback about specific questions was not provided to protect testing 
integrity, but general feedback was given addressing aspects of the nursing process, 
patient education, critical thinking, patient safety, and general health topics and body 
systems, all of which are part of the question blueprint within HESI’s question database.     
The Debriefing Experience Scale  
The Debriefing Experience Scale (DES) was created by Reed (2012), who gave 
written permission to use her survey in this study.  It was important to include this scale 
to identify participants’ perception of learning and their ability to associate theory with 
practice from their HPS experience, as well as the facilitators’ ability to guide 
participants through their individual reflection during debriefing.  A copy of the scale is 
provided in Appendix E.  The DES was administered to participants who completed the 
debriefing session after their simulation for Fall 2015 NIP 128-01 and Spring 2016 NIP 
128-01.  Fall 2015 NIP 212-01 students comprised the control group; therefore, the DES 
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was not administered to this group.   To provide privacy, participants were asked to use 
their four-digit research identification number on the DES survey forms in place of their 
names.  
The DES has 20 survey-type statement items with an additional seven 
demographic questions on the end of the scale.  The scale is divided into four areas: 
Analyzing Thoughts and Feelings, Learning and Making Connections, Facilitator Skill in 
Conducting the Debriefing, and Appropriate Facilitator Guidance.   The participants 
provided feedback based on their opinion of the statements identified on the scale.  First, 
participants rated their perception of their debriefing experience (E) on a scale of 1–5, 
from (1) Strongly Disagree with Statement to (5) Strongly Agree with Statement.  Then 
participants rated the importance of the statement to them (I), also using a scale of 1–5, 
from (1) Not Important to (5) Very Important.  Reed (2012) reported a Cronbach’s alpha 
for the overall scale of 0.93 for E and 0.91 for I.  The space at the end of the scale 
allowed participants to provide the following demographic information for this study: 
Sex, Age, Ethnicity, Course Number, Number of Debriefings Participated in in the Past, 
Professional Background, and Program of Study.  The demographic information was 
designed to identify a variety of participant backgrounds because the DES can be utilized 
in many health disciplines that conduct debriefing in a learning environment.  The scale’s 
developer (Reed, 2012) maintained that continued research using the DES may make 
further contributions to the literature.   
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Researcher Preparation for Debriefing 
 The researcher is a registered nurse and a doctoral candidate in the College of 
Education at the University of Kentucky.  She has no financial interest or employment 
with any of the organizations, institutions, or businesses named in this study.  The 
researcher was the only individual conducting the debriefing sessions using the models 
being tested (i.e., D-FITGA and G.A.S.) and has the necessary skills for debriefing after 
HPS, i.e., she has previous experience implementing HPS and completed a week-long 
training course from Drexel University in May 2012 entitled Certificate in Simulation.  In 
2014, the researcher completed two online courses from the National League for Nursing, 
namely Beyond Basics of Debriefing and Debriefing and Guided Reflection.  In addition, 
she completed an online course from the American Heart Association (AHA) titled 
Structured and Supported Debriefing which details the use of the G.A.S. model.   
As part of preparation for debriefing using the D-FITGA model in nursing, four 
students enrolled in NIP 128-01 for Fall 2014 in the study’s site nursing program 
volunteered to attend a debriefing session using the D-FITGA model with the researcher.  
On November 20, 2014, the researcher held a practice debriefing using the D-FITGA 
model so that the researcher could experience the use of this model prior to the research 
study.  After this practice session for the D-FITGA debriefing model, the participants 
anonymously completed the DES survey to provide feedback.  The four NIP 128-01 
students who participated in the practice session in Fall 2014 were excluded from 
participating in the actual study (see Figure 3.1).  
   
Figure 3.1. The D-FITGA model for nursing content.        
Practice 
Debriefing Session 
Complete 
HPS Scenario
Debrief 
D-FITGA 
DES 
Survey
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Treatment Groups 
Table 3.6 describes the treatment groups included in this study. 
Table 3.6 
Treatment Group’s Program Cohort 
Group N Debriefing treatment Semester 
Course 
number 
Program admission 
Cohort 
A 15 D-FITGA model 
Spring 
2016 
NIP 128-01 Fall 2015 
B 4 G.A.S model Fall 2015 NIP 128-01 Spring 2015 
C 15 No debriefing Fall 2015 NIP 212-01 Fall 2014 
 
Group A: The D-FITGA Model 
 Group A participants from NIP 128-01 Spring 2016 took part in a debriefing 
session conducted by the researcher using the D-FITGA model (Decompression, Facts, 
Inferences, Transfer, Generalizations, & Application).  They completed a pre-test two 
weeks before the HPS scenario and the post-test one week after the HPS scenario with 
debriefing.  Faculty and participants were instructed to refrain from discussing elements 
of the HPS scenario until after the post-test was completed.  As described in Chapter 2, 
this model was created by Stolovitch (1990), an Emeritus Professor for Instructional 
Systems Technology.  The researcher obtained written permission from Dr. Stolovitch to 
use his model in this dissertation.  Table 3.7 briefly summarizes the six phases of this 
debriefing model with example questions related to HPS debriefing.  
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Table 3.7 
 
Phases of the D-FITGA Model and Processes Associated with each Phase 
 
Phase Description 
Decompression Short break (i.e., bathroom, drink) before debriefing starts to reduce high 
emotions that can occur in the HPS activity.  Once gathered together, the 
facilitator helps the group unwind through deep breathing or stretching.  
Duration: Up to 5 minutes.  
Facts The facilitator opens with questions based on factual information; that is, 
information the facilitator has observed or known facts about the specific 
activity.  Examples: What patient data was known going into the HPS 
scenario?  Did anyone obtain lab results? What decisions were made based 
on those test results? 
 
Inferences The facilitator focuses on judgments made and searches for causes.  He or 
she begins questioning participants about their thoughts on the experience or 
specific areas of the activity.  Dialogue among participants about these 
inferences can help in this phase.  Examples: Why do you think the patient’s 
condition did not improve right away? Why did the patient refuse treatment?  
Transfer The facilitator begins to draw parallels between events of the HPS activity 
and real-world situations.  Examples: In the HPS, teamwork was required to 
care for the patient.  What would that be like in a real hospital setting? How 
would you handle the family at the bedside in a real healthcare setting? 
 
Generalizations The facilitator helps the group better understand the real-world setting.  
Example: Based on this experience, what priority nursing actions should be 
implemented in future patients with shortness of breath? 
 
Application If possible, the facilitator helps participants to apply their generalizations to 
their specific abilities and content understanding.  Example: What will you 
do the next time you prepare to administer blood to a patient? 
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Group B: The G.A.S. Model 
 Group B participants from NIP 128-01 Fall 2015 (different cohort from 2016) 
took part in a debriefing session conducted by the researcher using the G.A.S. model 
(Gather, Analyze & Summarize).   The pre-test was completed one month before the HPS 
scenario and the post-test was completed one week after the HPS scenario with 
debriefing.  The faculty and participants were instructed to refrain from discussing 
elements of the HPS scenario until after the post-test was completed.   
As described in Chapter 2, this model was developed by the AHA (2011) and 
John O’Donnell, a professor and director at the University of Pittsburgh Nurse 
Anesthesia Program, but copyrighted by the AHA.  The G.A.S. model has been used by 
the AHA (2011) in their debriefing sessions after training simulations for participants 
providing direct care in emergencies requiring advanced cardiac life support (i.e., 
registered nurses or medical doctors).  The researcher obtained written permission from 
the AHA and John O’Donnell to use the G.A.S. model.  Table 3.8 briefly describes the 
three phases of this model with examples of questions related to HPS.  
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Table 3.8 
 
The G.A.S. Model 
 
Phase Time Description Component 
Gather 
 
5 
minutes 
The facilitator asks questions to understand 
what participants think and feel about the 
HPS simulation.  Examples: To group: How 
do you feel?” To primary nurse: Can you 
tell us what happened?” Others are asked to 
add their accounts as well. 
Describe events 
 
Analyze 10 
minutes 
The facilitator has participants reflect on 
and analyze their actions.  He or she 
reviews an accurate record of events, 
reports observations, asks questions to 
reveal thought processes, and redirects 
participants as necessary.  Examples: Tell 
me more about how you came to that 
nursing decision for this patient.  How did 
you feel about the patient’s continued health 
decline? 
Reflection 
Summarize 5 
minutes 
The facilitator helps identify and review 
lessons learned that are positive and those 
areas that need change.  Examples: List 
nursing actions you felt were done 
correctly.  Describe two areas you and/or 
others need to work on. 
Summarize 
behaviors 
 
 
 
 
 
 
 
 
 
 
64 
 
Group C: Control 
 Group C participants from NIP 212-01 Fall 2015 did not take part in any 
debriefing session after their HPS scenario.  Like the other two treatment groups, 
participants completed the pre-test one month before the HPS scenario, and completed 
the post-test a week after HPS without debriefing.  The control group did not complete 
the DES survey, since no debriefing took place.  However, the researcher collected 
demographic information from these participants.  Faculty and participants were 
instructed to refrain from discussing elements of the HPS scenario until after the post-test 
was completed.  
Procedure 
           The researcher worked within the required guidelines for conducting doctoral 
research during the 2015–2016 academic year.  At the beginning of each semester, the 
researcher held an information session for the nursing students to explain the study and 
call for volunteers who were at least 18 years old.  Nursing program faculty and staff 
were welcome to attend and ask questions.  The researcher held these sessions at times 
when nursing students were scheduled to be on campus.  To ensure that information was 
presented in the same way at each session, the researcher followed a written script 
(Appendix C).  At the end of each session, consent forms (Appendix F) were passed out.  
The researcher collected the consent forms later the same day and answered any 
additional questions at that time.  After consents were signed, the nursing chair allowed 
the researcher access to participants’ academic records to obtain academic outcome 
measures (i.e., admission GPA, College Algebra and Biology grades, and Program 
Admission Exam scores) for future analysis.  
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The consent forms were randomly labeled with a four-digit identification number 
prior to distributing them to potential participants.  This identification number was 
determined by a random generator. The participants were asked to secure their number 
for future reference.  The researcher was the only person who could identify the 
participants’ names with the identification number.  After all the consent forms were 
collected, the researcher placed the identification number of each participant on an 
electronic spreadsheet; the identification number corresponded to the academic 
performance data, HESI scores, and debriefing experience scale data that was collected 
from participants.  The spreadsheet file was saved on a secured, password-protected, 
encrypted flash drive.  The consent forms and secured flash drive were kept in a locked 
briefcase during transport and were stored in a locked cabinet at the researcher’s home. 
The consent forms were kept in a different location than the encrypted flash drive, but 
both were stored in a locked cabinet at the researcher’s residence.  Those who did not 
consent to participate or individuals who changed their mind about participating were 
debriefed by nursing program faculty using their routine debriefing procedures in a 
separate location.   
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Testing and Debriefing 
Participants in this study belonged to one of three groups: Fall NIP 128-01 Group 
A, Fall NIP 212-01 Group C, and Spring NIP 128-01 Group B (Table 3.9).   
Table 3.9 
 
Treatment Groups and the Courses in which They Were Enrolled 
 
 
 
 
 
   
 
 
 
Note. Different cohort from Fall 2015. 
 
The pre-test was administered at least 48 hours before the HPS experience.  To provide 
the best debriefing, the researcher observed as the participants went through their HPS 
scenario in a separate room through a one-way mirror.  It was important for the 
researcher to observe the HPS scenarios in order to conduct the debriefing sessions and 
serve as the group facilitator after each one.  The researcher was not aware of which 
students were participants in the study until after the HPS scenario was completed to 
avoid any bias when observing the experience.  After the HPS scenario was completed, 
the researcher identified participants by asking those who gave consent and instructed 
them to meet in assigned conference room for debriefing (Groups A&B).  The 
participants in the two intervention groups completed the DES survey immediately after 
the debriefing session.  Then the DES survey was administered at the end of the 
debriefing session for optimal feedback to the researcher on the debriefing experience.  
As discussed in Chapter 2, the post-test that were administered immediately after the HPS 
and/or debriefing often showed improved test scores (Elfrink et al., 2010; Heitz et al., 
Treatment Group  Course 
  
D-FITGA Model Group A  
 
Spring 2016 NIP 128* 
 
G.A.S Model Group B  
 
Fall 2015 NIP 128  
Control Group C 
 
Fall 2015 NIP 212 
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2009).  Therefore, the researcher administered the HESI post-test seven days after the 
HPS experience.  
Research Design 
This pre- and post-test, quasi-experimental study was conducted using student 
participants from an Associate Degree nursing program.  As described above, participants 
belonged to one of the three following groups: Debriefing Group A = D-FITGA Model, 
Debriefing Group B = G.A.S. Model, and Control Group C = No Debriefing.  A 
computerized multiple choice pre-test custom-built by HESI was administered prior to 
the HPS experience.  Participants completed their HPS scenarios and debriefed with the 
researcher according to the model being administered for their assigned group.  The 
students completed their HPS scenario in groups of four.  The researcher conducted 
debriefing sessions only for those who participated in the study.  Those students who 
were not part of the study were debriefed in a separate room by nursing faculty.  
Immediately after HPS with debriefing, participants in the two treatment groups 
completed the DES survey.  After the debriefing and DES, the participants completed the 
study by taking the HESI post-test a week later.  The researcher made every effort to 
accommodate participants’ and faculty’s schedules throughout the study.  Figure 3.2 
illustrates the study design.           
 
Figure 3.2. Study design. 
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Complete 
HPS 
Scenario
D-FITGA 
Model 
Debriefing
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Group B Pretest
Complete 
HPS Scenario
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Debriefing DES Survey Post-test
Treatment 
Group C Pretest
Complete 
HPS 
Scenario
No
Debriefing
No DES 
Survey Post-test
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A total of 53 participants volunteered by giving written consent but only 34 
participants completed the study (see Table 3.10). The sample consisted of nursing 
students enrolled in Fall 2015 for courses NIP 128-01, NIP 212-01, and a different cohort 
in Spring 2016 for course NIP 128-01.   
Table 3.10 
 
Study Sample Size in Each Group  
Note. Different cohort from Fall 2015 
As described earlier in this chapter, throughout each step of study, the researcher 
provided ongoing encouragement highlighting the benefits of study participation, but due 
to limited funds, money for a gift drawing to stimulate participation was not available.  
Even, though the study location was not a research oriented institution, the nursing 
faculty made every attempt throughout the study to encourage participation.  The 
information sessions were listed on the course syllabus as part of the class agenda for the 
day.  Additionally, the research extended the hours available on the day testing to allow 
participants the opportunity to complete both the pre- and post-test during the day. 
Analysis Design 
Due to the low cell size in Group B, this treatment was removed from all data 
analysis.  Many participants who withdrew from the study after providing consent 
reported that they were too busy to participate.  The researcher reminded participants of 
Group Number 
consenting 
Number 
completing 
Course 
D-FITGA Model Group A 
 
 17 15 Spring 2016 NIP 128* 
G.A.S Model Group B 
 
15 4 Fall 2015 NIP 128 
Control Group C 21 15 Fall 2015 NIP 212 
 
Totals 53 34  
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the planned schedule for each phase of study, stressing that at every phase, they would 
already be on campus for course activities.  Participants who had other arrangements that 
interfered with the pre-test were offered alternate times to complete it.  The researcher 
was willing to remain at the study site until participants could return to campus on the 
day of testing.  One participant withdrew at the pre-test due to problems in gaining access 
to the computer on site.  In this case, although the researcher attempted to assist the 
participant to solve the problem, she refused to attempt a third time on a different 
computer.   Technical support was requested, but the participant ultimately decided to 
discontinue participation in the study.  In addition to the two participants who withdrew 
at earlier points, another participant was lost at debriefing, deciding not to take part in 
this stage of the research.  The researcher attempted to address the participant’s lack of 
interest, but she insisted it was added stress to participate.  In a two-year nursing 
program, the curriculum is intensive, and individuals have limited time to prepare for 
their exams throughout the semester and their state board examinations after graduating.   
The greatest loss of participants occurred during the post-test stage.  At that time, 
five of the participants had withdrawn from the course, and they all belonged to Group B.  
Moreover, four participants did not attend the post-test at the designated start time.  The 
researcher notified the nursing chair, who contacted the faculty to inform the participants 
that the researcher would stay two additional hours so that they could complete the post-
test.   Attempts were made by the researcher to intervene when possible to prevent loss in 
participation, particularly in Group B (Table 3.11). 
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Table 3.11  
Participant Loss During the Study 
*Different cohort from Group B 
Testing on additional days was considered, but this was met with the same 
barriers in terms of needing to be convenient for participants, who were too stressed, 
uninterested, or too busy to complete the test; thus, this was not ultimately a viable 
option.  While it would have been ideal to include multiple study locations; finding an 
additional location that was willing to participate and that used HPS as the literature 
describes proved to be extremely difficult.  The few institutions that met the study design 
requirements were contacted as possible study sites, but the requests were declined for 
similar reasons to those given by the participants.  The institutions stated that HPS was 
stressful enough, and participating in the study would make things worse, or that the 
faculty had declined over concerns related to the increased workload involved in 
Study Phase Group A 
NIP 128* 
Group B 
NIP 128 
Group C 
NIP 212 
Totals Reason for Withdrawal 
 
After consent 
 
1 3 
 
2 
 
6 Changed mind before pre-test, reporting too busy. 
At pre-test 
 
1 0 0 1 Could not get signed into 
testing site because of 
computer issues. Instead of 
moving to third different 
computer, participant left. 
 
At debriefing 
 
0 3 NA 3 One did not want to 
participate because too 
stressed. Two had withdrawn 
from the course at midterm. 
At post-test 0 5 4 9 Four “no shows” and five 
had withdrawn from course 
at midterm. 
 
Total 2 11 6 19  
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participating.  The bigger problem was that, despite having the equipment to do so, not 
enough nursing schools were using HPS.   
The data was analyzed using statistical software SPSS 22® for Windows®.   
Analysis for differences in the post-test HESI scores used an independent sample t-test.  
A Pearson r Correlation was run for analysis to assess if any correlation existed between 
post-test HESI scores and any of the academic outcome measures (i.e., admission GPA, 
College Algebra and Biology grades, and Program Admission Exam scores) to assess for 
interaction over time between the treatment and control groups, a repeated measures 
analysis was used.  Descriptive statistics and frequency of scores were used to help 
identify participants’ perceptions of their debriefing experience and the perceived 
importance to the participants.    
 Summary 
            This chapter described the research questions, hypotheses, participants, 
treatments, instrumentation, procedures, design, and data analysis methods.  This pre- and 
post-test, quasi-experimental study in an Associate Degree nursing program helped to 
assess nursing students’ nursing care decisions after an HPS scenario with debriefing 
using the D-FITGA debriefing model.  The control group did not participate in debriefing 
after their HPS scenario.  The schematic (Figure 3.3) below illustrates the phases of this 
research study.   
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Conducted Session: Recruit Volunteers 
Obtained Informed Consent 
 
Accessed Data: Academic Outcome Measures 
 
Collected Data: Pre-Test HESI 
 
 
 
 
 
 
                                                                                    
 
Collected Data: Post-Test HESI 
 
Analyzed Data 
Figure 3.3. Research phases schematic. 
 
 
 
 
 
 
 
 
 
 
Study Intervention  
a) Treatment = Debriefing D-FITGA Model 
b) Treatment = Debriefing G.A.S Model 
c) Control = No Debriefing 
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CHAPTER FOUR 
Findings 
This chapter includes the descriptive statistics and data analysis of one treatment 
group and the control group.  As described in chapter 3, the decision to exclude Group B 
from the analysis was made when more than half of the participants in that group 
withdrew from the study. Throughout the course of the study, 19 participants dropped out 
for a variety of reasons, such as deciding not to participate, inability to participate in all 
parts of the study or withdrawing from the nursing course (see table 3.11).  Participants 
signed an IRB-approved written consent form (Appendix F) each semester prior to 
participating in any research.  As discussed in chapter 3, table 3.10 identifies the study 
sample size potential and the sample size at completion.  Table 3.11 accounts for the loss 
of participants during the study.  The chapter concludes with a summary of all the data 
for the treatment groups, (D-FITGA Model and Control).   As previously discussed the 
D-FITGA Model is a six-phase process Decompression, Facts, Inferences, Transfer, 
Generalizations, and Application. 
Demographic Data 
            Thirty of 49 participants who consented completed the study.   The participants 
were nursing students enrolled in Fall 2015 for courses NIP 212-01 and a different cohort 
in Spring 2016 for course NIP 128-01.  Demographic data that follows describes gender, 
age, and ethnicity.  Additional information on participants’ healthcare background, 
college readiness, program admission GPA, entrance exam scores and debriefing 
experience appears in tables that follow. 
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Gender, Age, and Ethnicity  
All 30 participants were female.  Participants’ ages ranged from 19 years old to 
43.  The mean age was 26 and median age 24.  The ethnicity of participants was 
predominantly White at 83.3%, with Black 3.3 %, and Other 3.3 %.   Table 4.1 shows 
gender, age, and ethnicity across the two study groups.   These findings were consistent 
with the literature (Beischel, 2013; Gates et al., (2012); Maneval et al., 2012; Brannan et 
al., 2008). 
Table 4.1  
Study Groups 
 
Program Admission GPA and Entrance Exam 
The nursing program required a 2.50 grade point average (GPA) for admission to 
the nursing program.  Once admitted to the program, students must maintain a 2.0 GPA.  
The participants had a mean GPA of 3.2 when admitted to the program (Table 4.2).  The 
study’s nursing program admission protocol also requires applicants to take an entrance 
exam from an external vendor.  These exams provide standardized tests specific to 
applicants’ skillsets, based on whether their entry into the program was as an LPN or 
CNA.  The site’s program guidelines indicate that the LPN entrance exam has two 
different admitting tiers.  LPNs who score a 77 or higher on their entrance exam start in 
the second year, first semester of the program.  If the LPN’s score is below 77, the 
 
Gender Age Ethnicity   
Male Female 18-19 20-’s 30’s 40’s White Black Other 
Group C:  
Control Group 
0 15 1 9 4 1 11 4 0 
Group A:  
D-FITGA Model 
0 15 0 11 3 1 14 0 1 
Totals 0 30 1 20 7 2 25 4 1 
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applicants start in the first year second semester of the program.  CNA applicants are 
required to obtain a 75 or higher on the entrance exam for admission to the nursing 
program.  If applicants are not successful on the first attempt at the entrance exam, a 
repeat is allowed.  The overall mean for admission GPA was 3.2.  The admission GPA 
for the LPN’s was 2.9  and 3.3 for CNA’s.  The overall mean of the entrance exam was 
80.3. The mean for the LPN’s was 77.9 and 81.2 for CNA’s.   
Table 4.2   
GPA and Entrance Exam Range 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Min. Max. Mean Std. Deviation 
GPA at admission overall  
(N=30) 
2.50 3.89 3.2 0.323 
GPA  at admission LPNs 2.50 3.87 2.9 0.291 
(n=9)     
GPA at admission CNAs 
(n=21) 
2.50 3.89 3.3 0.283 
Entrance exam scores overall 
(N=30) 
66 91 80.3 5.479 
Entrance exam scores for LPNs 
(n=9) 
66 90 77.9 7.216 
Entrance exam scores for CNAs 
(n=21) 
72 91 81.21 4.627 
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Math and Biology Grades 
 The liberal study course requirements at the study institution for math are College 
Algebra and for biology two Anatomy and Physiology courses.  Students must receive a 
C or higher in their required liberal study and nursing courses to continue in the nursing 
program.  At the time of the study all participants had completed their first biology course 
but not all had completed the second.   Forty percent of the participants received a B in 
college Algebra (Table 4.3) and 60% of the participants received a B in first biology 
course (Table 4.4).    
Table 4.3  
College Algebra  
 
 
 
 
 
Table 4.4  
Anatomy & Physiology I   
 
 
 
 
 
 
 
 
 
 
 
Course Grade Percentage Frequency By Group  
 Treatment (n=15)  Control (n=15) 
A 33.3 5 5 
B 40.0 6 6 
C 26.7 4 4 
Course Grade Percentage Frequency By Group  
 Treatment (n=15) Control (n=15) 
A 16.7 2 3 
B 60.0 8 10 
C 23.3 5 2 
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Treatment Group Data 
             Nursing students attended an open seminar to recruit participants and obtain 
written consent.  The two nursing courses were randomly assigned as either the treatment 
or the control group (Table 4.5). 
Table 4.5 
 
Study Groups 
 
Group N Debriefing 
Condition  
Dependent 
Variable  
Independent 
Variables 
A: NIP 128-01 
Treatment 
15 D-FITGA 
Model 
Post-Test 
HESI Scores 
Biology Grade 
College 
Algebra Grade 
Admitting 
GPA 
Program 
Admission 
Exam Scores 
B: NIP 212-01 
Control 
15 No 
Debriefing 
Post-Test 
HESI Scores 
 
Analysis 
            This study contained four hypotheses analyzed using statistical software SPSS 
22® for Windows®. Confidence level was set at 0.05 for this analysis.  
Hypothesis 1 
The first hypothesis is that when the D-FITGA debriefing model is applied, 
participants’ post-test HESI scores will increase.  The analysis, indicated in Table 4.6 
looked for significant differences in participants’ post-test HESI score with and without 
debriefing.  Group A had the D-FITGA model used for debriefing as discussed in 
Chapters 2 and 3.   For Group C no debriefing took place.   The independent samples’ 
Mann-Whitney U test resulted in p > 0.05, therefore the hypothesis was not accepted.   
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Table 4.6  
Independent Samples Mann-Whitney U Test 
Post-Test HESI Scores 
 
N Mean 
Std. 
Deviation 
Std.  
Error 
Mean 
 
 
p-value 
 
 
Decision 
Group A  
D-FITGA Model 
15 830.5333 148.83110 38.42802 0.596  The 
hypothesis 
is not 
accepted. 
Group No  
Debriefing 
15 794.0000 153.57037 39.65170  
Total 30 812.2667 149.74621 78.07972  
 
 
Hypothesis 2 
 
The second hypothesis is that as participants’ academic outcome measures (i.e., 
admission GPA, college Algebra and Biology grades, and program admission exam 
scores) improve, their post-test HESI scores will increase.  To measure the degree of 
linear relationship between variables identified in this study, a Pearson r Correlation was 
done.   There were no significant relationships between independent variables and post-
test HESI scores as indicated in Table 4.7.  therefore, the hypothesis was not accepted. 
Table 4.7  
Post-Test HESI Score Correlation 
 Pearson Correlation p-value 1-tailed 
Entrance Exam Score -0.175 0.178 
Admission GPA 0.101 0.298 
Math Grade 0.290 0.060 
Biology Grade -0.235 0.106 
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Hypothesis 3 
 
The third hypothesis is that as the tests are repeated over time, participants’ HESI 
scores will increase.  To test the effects on the interaction of treatment and time on the 
HESI scores, a repeated-measures analysis was used (Tables 4.8.1 and 4.8.2).  The 
interaction showed debriefing made no significant difference (p = 0.755) over time in the 
HESI score.  Therefore, the hypothesis was not accepted.  Looking at the effect of time, 
we observed a significant difference (p = 0.05); the treatment group improved from the 
pre- to post-test, compared to the control group. Both groups had low averages for the 
pre-test and higher averages for the post-test. Even though the treatment group scored 
higher on the post-test, this was not statistically significant (p=0.602).   
Table 4.8.1 
 
Effect  
 Value F Hypothesis df Error df p-Value 
Time 
Hotelling’s Trace  0.150 4.214 1.000 28.000 0.050 
Time-Treatment 
Hotelling’s Trace  0.004 0.100 1.000 28.000 0.755 
 
 
Table 4.8.2 
 
Effect  
Source Type III Sum of 
Squares 
df Mean  
Square 
F Sig. 
Treatment 10480.817 1 10480.817 0.278 0.602 
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The mean plot of HESI scores pre- to post-test in Figure 4.1 illustrates visually 
the lack of interaction.  Distance between the lines (treatment groups) is not large, and the 
lines are almost parallel, which explains why the intervention was not significantly 
different. 
 
 
 
 
 
 
 
 
 
 
Figure 4.1 Mean Plot Pre-to Post- HESI Scores 
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Hypothesis 4 
 The fourth hypothesis is that participants will rate debriefing after HPS as a 
positive experience that is important to their learning. The results suggest that 
participants did positively recognize debriefing in HPS as part of the experience and its 
importance to learning.  Therefore, the hypothesis was accepted.  This was assessed by 
obtaining the opinion of participants in Group A using Dr. Reed’s Debriefing Experience 
Scale (DES) as described in Chapter 3.  Table 4.9 provides descriptive statistics of the 
participant responses on the DES.   
Table 4.9    
Debriefing Experience Scale (DES)  
Subscale/Item (n=15) Scale Experience 
Scale 
Importance 
 Mean SD Mean SD 
Analyzing Thoughts and Feelings (4 items) 
1. The debriefing helped me to analyze my thoughts. 4.80 0.414 4.60 0.507 
2. The facilitator reinforced aspects of the health care team’s behavior. 4.60 0.507 4.27 0.704 
3. The debriefing environment was physically comfortable. 4.60 0.507 3.67 1.345 
4. Unsettled feelings from the simulation were resolved by the debriefing. 4.27 0.799 4.47 0.915 
Learning and Making Connections (8 items) 
5.  The debriefing helped me to make connections in my learning. 4.53 0.516 4.67 0.816 
6.  The debriefing was helpful in processing the simulation experience. 4.60 0.737 4.47 0.743 
7.  The debriefing provided me with a learning opportunity. 4.60 0.632 4.67 0.816 
8.     The debriefing helped me to find meaning in the simulation. 4.73 0.458 4.53 0.640 
9.  My questions from the simulation were answered by the debriefing. 4.47 0.640 4.53 0.640 
10.  I became more aware of myself during the debriefing session. 4.53 0.640 4.47 0.640 
11.  The debriefing helped me to clarify problems. 4.53 0.516 4.67 0.488 
12.  The debriefing helped me to make connections between theory and real-
life situations.  
4.60 0.737 4.73 0.458 
Facilitator’s Skill in Conducting the Debriefing (5 items) 
13.  The facilitator allowed me enough time to verbalize my feelings. 4.87 0.352 4.47 0.640 
14.  The debriefing session facilitator talked the right amount during the 
simulation. 
4.73 0.458 4.07 0.799 
15.  The debriefing provided a means for me to reflect on my actions during 
the simulation. 
4.40 0.737 4.33 0.724 
16.  I had enough time to debrief thoroughly. 4.60 0.632 4.27 0.799 
17.  The debriefing session facilitator was an expert in the content area. 4.53 0.640 4.27 .0704 
Appropriate Facilitator Guidance (3 items)  
18.  The facilitator taught the right amount during the debriefing session. 4.47 0.640 4.20 0.775 
19. The facilitator provided a constructive evaluation of the simulation 
during the     
Debriefing 
4.60 0.507 4.33 0.724 
20.  The facilitator provided adequate guidance during the debriefing. 4.60 0.737 4.27 0.704 
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The participants rated their opinion of each statement on the debriefing 
experience on a scale of 1) strongly disagree, 2) Disagree, 3) Undecided, 4) Agree, 5) 
Strongly Agree, NA) Not applicable.  Then using the same statements, the participants 
rated their opinion on the importance of each item using a scale 1) Not important, 2) 
Somewhat important, 3) Neutral, 4) Important, 5) Very important.  The mean of the 
individual items ranged from 3.84 to 4.87, with a mean on the total scale of 4.49 (SD = 
0.218).   
Overall, the participants’ responses on the scale indicate that they strongly agreed 
with the experience statements (Table 4.10), and they ranked the items on the scale as 
very important (Table 4.11) in the debriefing of a HPS scenario. As seen in Table 4.10, 
53.3% of the participants strongly agreed that the debriefing experience helped them to 
make learning connections (Q5), and 73.3% of them strongly agreed that the debriefing 
experience helped them to find meaning [meaning making] in the simulation (Q8). 
Nearly three-fourths, 73.3%, of the participants strongly agreed that the debriefing helped 
them to make connections between theory [didactic] and real-life situations [clinical] 
(Q12), and 53.3% of the participants strongly agreed that the debriefing provided them a 
means to reflect on their actions during the simulation (Q15).  
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Table 4.10 
Experience Opinion Frequencies (n=15) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  1 2 3 4 5 0 
  Strongly  
Disagree 
Disagree 
 
Undecided 
 
Agree Strongly 
Agree 
 
Not  
Applicable  
 
 Analyzing Thoughts and Feelings 
Q1  0 0 0 20.0% 80.0% 0 
Q2  0 0 0 40.0% 60.0% 0 
Q3  0 0 0 40.0% 60.0% 0 
Q4  0 0  20% 33.3% 46.7% 0 
 Learning and Making Connections 
Q5  0 0  0 46.7% 53.3% 0 
Q6  0 0 13.3%   13.3% 73.3% 0 
Q7  0 0 6.7% 26.7% 66.7% 0 
Q8  0 0 0 26.7% 73.3% 0 
Q9  0 0 6.7% 40.0% 53.3% 0 
Q10  0 0 6.7% 33.3% 60.0% 0 
Q11  0 0 0 46.7% 53.3% 0 
Q12  0 0 13.3% 13.3% 73.3% 0 
 Facilitator’s Skill in Conducting the Debriefing 
Q13  0 0  0 13.3% 86.7% 0 
Q14  0 0  0 26.7% 73.3% 0 
Q15  0 0 13.3% 33.3% 53.3% 0 
Q16  0 0 6.7% 26.7% 66.7% 0 
Q17  0 0 6.7% 33.3% 60.0% 0 
 Appropriate Facilitator Guidance 
Q18  0 0 6.7% 40.0% 53.3% 0 
Q19  0 0 0 40.0% 60.0% 0 
Q20  0 0    13.3% 13.3% 73.3% 0 
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Table 4.11  
Importance Opinion Frequencies (n=15) 
 1 2 3 4 5 
 Not  
Important 
 
Somewhat  
Important 
 
Neutral  
 
Important 
 
Very  
Important 
 
Analyzing Thoughts and Feelings 
Q1 0 0   0 40.0%     60% 
Q2 0 0 13.3% 46.7%     40% 
Q3    13.3% 0 26.7% 26.7% 33.3% 
Q4 0 6.7% 6.7% 20.0% 66.7% 
Learning and Making Connections 
Q5 0 6.7% 0 13.3% 80.0% 
Q6 0 0 13.3% 26.7% 60.0% 
Q7 0 6.7% 0 13.3% 80.0% 
Q8 0 0 6.7% 33.3% 60.0% 
Q9 0 0 6.7% 33.3% 60.0% 
Q10 0 0 6.7% 40.0% 53.3% 
Q11 0 0 0 33.3% 66.7% 
Q12 0 0 0 26.7% 73.3% 
Facilitator’s Skill in Conducting the Debriefing 
Q13 0 0 6.7% 40.0% 53.3% 
Q14 0 0 26.7% 40.0% 33.3% 
Q15 0 0 13.3% 40.0% 46.7% 
Q16 0 6.7%  0 53.3% 40.0% 
Q17 0 0 13.3% 46.7% 40.0% 
Appropriate Facilitator Guidance 
Q18 0 0 20.0% 40.0% 40.0% 
Q19 0 0 13.3% 40.0% 46.7% 
Q20 0 0 13.3% 46.7% 40.0% 
 
As shown in Table 4.11, 80% of the participants reported that debriefing was very 
important because the debriefing experience helped to make learning connections (Q5), 
while 60% of the participants stated that it was important to them because it helped them 
to find meaning (meaning making) in the simulation (Q8).  Moreover, 73.3% of the 
participants perceived that it was very important because debriefing helped them to make 
connection between theory (didactic) and real-life situations (clinical; Q12).  Finally, 
46.7% of the participants reported that it was very important because it provided them 
with a means to reflect on their actions during the simulation (Q15).   There is a 
possibility that the same construct is being measured in both, experience and importance.   
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Summary 
This study examined debriefing used in HPS in relation to participants’ ability to 
make competent nursing care decisions.  This chapter presented the data collected in the 
study and summarized the results.  Testing of the first hypothesis showed that debriefing 
using the D-FITGA model did not improve participants’ post-test HESI scores, and 
therefore Hypothesis 1 was not accepted.  Testing of the second hypothesis showed no 
correlation between better academic outcomes (admission GPA, college Algebra and 
Biology grades, and program admission exam scores) and increased post-test HESI 
scores; thus, Hypothesis 2 was not accepted.  Testing of the third hypothesis showed that 
there was no difference over time in the HESI scores in either the treatment or the control 
group, and therefore Hypothesis 3 was not accepted.  However, testing of the final 
hypothesis showed that participants perceived debriefing in HPS as a positive experience 
and important for learning; thus, Hypothesis 4 was accepted, but this raises the question 
of why participants perceived debriefing so positively when their test scores did not 
improve. Table 4.12 summarizes the hypotheses and their associated findings.   
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Table 4.12  
Summary Table 
 Hypothesis Findings 
1 When the D-FITGA 
debriefing model is applied, 
participants’ post-test HESI 
scores will increase. 
The independent sample’s Mann-Whitney U test 
resulted in p > 0.05, therefore the hypothesis was 
not accepted.   
2 As participants’ academic 
outcome measures (i.e., 
admission GPA, college 
Algebra and Biology grades, 
and program admission exam 
scores) improve, their post-
test HESI scores will 
increase.  
To measure the degree of linear relationship 
between variables identified in this study, a 
Pearson r Correlation was done. There was no 
significant (p > 0.05) relationship between the 
independent variables and post-test HESI scores.  
Therefore, the hypothesis was not accepted.   
 
3 As the tests are repeated over 
time, participants’ HESI 
scores will increase. 
 
The interaction showed that treatment of debriefing 
made no significant difference (p = 0.755) over 
time in the HESI score. Looking at the effect of 
time, there was no significant difference (p = 0.05) 
for a small sample size. Both groups had low 
averages for the pre-test and higher ones for the 
post-test. However, the treatment group scored 
higher on post-test, but the scores were not 
statistically significant (p=0.602).  Therefore, the 
hypothesis was not accepted.   
 
4 Participants will rate 
debriefing after HPS as a 
positive experience that is 
important to their learning   
The mean of the individual items ranged from 3.84 
to 4.87, with a mean on the total scale of 4.49 (SD 
= 0.218). Overall, the participants’ responses on 
the scale indicate that they strongly agreed with the 
experience statements and ranked items on the 
scale as “very important” in their learning through 
debriefing after HPS. Therefore, accept the 
hypothesis. 
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CHAPTER FIVE 
 Discussion  
           This quasi-experimental study consisted of two treatment groups that received 
debriefing after HPS (Group A: D-FITGA Model and Group B: G.A.S Model) and a 
control group that did not receive debriefing after HPS (Group C: No Debriefing). The 
groups were given a pre-test and post-test using standardized NCLEX-style exam 
questions.  This study examined nursing students’ ability to make competent nursing care 
decisions after HPS and debriefing.  This chapter includes a discussion and interpretation 
of the study’s results, a summary of the findings (Table 4.14) as they relate to the existing 
literature presented in Chapter 2, the study’s limitations, and recommendations for future 
research.  Four hypotheses were addressed in this research study, as discussed below.   
Hypothesis 1 
           The first hypothesis stated that when the D-FITGA model is applied to debriefing, 
participants’ post-test HESI scores will increase.   In this research study, the hypothesis 
was not confirmed as debriefing resulted in no significant difference in the post-test HESI 
scores.  Similar results were reported in previous studies that evaluated debriefing and 
clinical decision making-abilities (Mariani, Cantrell, Meakim, Prieto, & Dreifuerst, 2013; 
Maneval et al., 2012; Shinnick, Woo, Horwich, & Steadman, 2011).  In contrast, Elfrink, 
Kirkpatrick, Nininger, and Schubert (2010) conducted a study (N = 84) using a two-
question pre- and post-test design, and they followed up with a similar question on a final 
exam to assess knowledge retention. They found significance differences between the 
study groups after HPS that included debriefing.  They did not describe any specific 
debriefing model utilized by nursing faculty.   The decision to conduct this present 
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research study, despite the limited literature evidence and significant findings, was made 
with the aim of using different methods than were reported in the literature discussed in 
Chapter 2. In the present research study, the participants completed the pre-test, delayed 
HPS with debriefing, and the delayed post-test using a 25-item standardized exam.  Due 
to a lack of participant availability, the HPS with debriefing was delayed for 2 weeks in 
Group A and 4 weeks in Group C, while the delay for the post-test was one week after 
HPS and debriefing.  The standardized NCLEX-style exams focused on rescuing the 
patient from distress, rather than understanding the detailed pathophysiology of the 
patient’s condition in the HPS scenarios.  Additionally, consideration must be given to 
the impact that the HPS scenario may have had on treatment results. The scenarios may 
have been too low in complexity to create a signficant difference.  
Hypothesis 2 
           The second hypothesis stated  that as participants’ academic outcome measures 
(i.e., admission GPA, college Algebra and Biology grades, and program admission exam 
scores) improve, their post-test HESI scores will increase.  In this research study, no 
significant relationship was found between the independent variables and the post-test 
HESI scores.  This finding was consistent with the results reported in a previous study 
(Brannan, White, & Bezanson, 2008), which found that the independent variables had no 
relationship with the participants’ first nursing course grade between the control group 
(n= 53 lecture) and the intervention group (n=54 HPS with debriefing).  In this present 
research study, the College Algebra grades were evenly distributed between the treatment 
and control groups while the Anatomy & Physiology grades varied slightly between the 
two groups (see Table 4.3 and Table 4.4).  Future research needs to re-examine this 
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measure of comparison and consider additional measures, such as the nursing program 
board pass rates.  
Hypothesis 3 
           The third hypothesis stated that as the tests are repeated over time, participants’ 
HESI scores will increase.  The interaction results show that debriefing made no 
significant difference over time in the post-test HESI scores.   In contrast, a study 
conducted by Gates, Parr, and Hughen (2012) found significant differences in the results 
of the pre-test and the post-test, indicating that knowledge was acquired from the 
structured debriefing.  The difference between the present study’s findings and the results 
reported in Gates et al. (2012) is that, in their study, the two intervention groups took 
each other’s post-test exam (different faculty-written exams) after the HPS experience, 
which served as the control for both groups.  Their results showed that participants scored 
higher on the post-test when the content was specific to the HPS experience.  The 
debriefing used in the present research study was also considered to be structured, and the 
standardized NCLEX-style exam was similar, but the same questions were not used for 
both groups.  However, the questions were the same on the pre-test and post-test for each 
individual group.   
Hypothesis 4 
          The fourth hypothesis stated that participants would rate debriefing after HPS as a 
positive experience and as being important to their learning.  Based on the survey score 
frequencies, the participants did recognize debriefing after HPS as a positive experience 
and as an important part of their learning.  This finding is consistent with the results 
reported in existing research (Reed, 2013, 2012; Brannan et al., 2008; Cantrell, 2008; 
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Laster, 2007).  The participants were engaged and stimulated by this method of learning.  
Even though there was no statistical significance that debriefing impacted the 
participants’ clinical decision-making abilities, they perceived that they benefited from 
the learning experience.  This is a major inconsistency with this study’s results however, 
in the literature this was frequently the case in other studies (Reed et al., 2013; Brannan et 
al., 2008; Cantrell, 2008).  One possible reason suggested by Beichel (2013) that 
participants are engaged in the learning activity but underlying assessment anxiety could 
affect participant’s readiness to learn and ability to perform.  Perhaps the participants 
were engaged and the experience was meaningful to them, but at the same time, their 
underlying assessment anxiety interfered when assessing their clinical decisions-making 
abilities.  This finding warrants further investigation.   
Limitations of the Study 
The limitations of this study include the following: 
1. There were time constraints based on the curriculum and the nursing chair’s 
request that the study be conducted in a manner that did not inconvenience 
the program’s faculty or participants, such as creating extra work for them or 
necessitating extra time outside of class requirements.  Therefore, the study 
was conducted on days designated by the nursing chair when participants 
would already be at the location for other course activities;   
2. Early in the study, nursing programs’ lack of willingness to take part in 
research or use HPS as the literature describes became apparent.  The 
researcher emailed the nursing chairs of two- and four-year programs within a 
three-hour drive from the researcher’s home, with no response.  Following 
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this, the researcher sent a second email to two-year institutions to which the 
researcher could travel in three to four hours and received five responses.  
Follow-up phone contact revealed that many programs were not utilizing HPS 
for anything more than task-oriented training, which was not appropriate of 
the intended study design. 
3. The sample size was small (N=30), and the G.A.S model treatment group had 
to be eliminated from the analysis due to the loss of over half of the 
participants in this group;  
4. The groups were identified using convenience sampling, which compromised 
the randomness of the sample;  
5. There were financial restrictions, as the researcher was unable to secure funds 
to administer additional HESI exams or to offer any additional recruitment 
incentives beyond the free standardized tests and the convenience of 
participation; 
6. The complexity of the HPS scenario may not have been strong enough to 
create a difference in treatment;   
7. The researcher could not guarantee that the participants and faculty would 
refrain from discussing the HPS experience prior to the post-test, although 
both groups were instructed to avoid such discussion until the study was 
completed.  
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Recommendations for Future Research 
Based on this study, several recommendations for future research can be made.  
Recommendations for future research include the following: 
1. Replicating this study using the D-FITGA debriefing model (Stolovitch, 1990) 
with a larger sample size over a longer period with students in a pre-licensure 
Bachelor’s Degree nursing program; 
2.  Investigating objective characteristics of debriefing that promote evidence-
based learning and tool development;  
3. Examining the similarities and differences of the documented debriefing 
models over time with larger samples;   
4. Investigating reflective writing after HPS as part of the debriefing experience 
to illicit deep thought about learning experience;  
5. Investigating the effect that debriefing may have on learning processes in 
contrast to the effect of debriefing after a psychological crisis, which is often 
cited in psychology; and  
6. Examining the reasons participants perceived that debriefing after HPS helped 
their learning when learning did not occur.    
Conclusion 
This study investigated debriefing after HPS and nursing students’ ability to make 
competent nursing care decisions.  The results of the first three hypotheses showed no 
statistical significance. However, hypothesis four was in line with previous qualitative 
studies, which found that participants perceived debriefing to be a positive experience 
and important to their learning.  The results of this research showed that applying the D-
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FITGA model for debriefing did not improve participants’ clinical decision-making 
ability, as shown in the lack of improvement on the HESI test scores after debriefing.  
However, the D-FITGA debriefing model (Stolovitch, 1990) has now been introduced 
into the HPS landscape.  Moreover, although their test scores did not improve after the D-
FITGA model was applied, the participants perceived that it had advanced their learning. 
Future research studies with a larger sample size are needed to further investigate the use 
of this model for debriefing and to fully understand the benefits, if any, of debriefing 
after HPS.    
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PI’s Script for Introduction of Study and Call for Volunteers 
Introduction 
Primary Investigator: “Hello everyone, my name is Trena Seago.  I am a doctoral student 
at the University of Kentucky in the middle of completing my dissertation. I am 
considered the primary investigator or PI for this study.  A dissertation requires doctoral 
students to conduct a research study that can add to the existing body of literature.  Your 
college has kindly volunteered to allow me this opportunity to conduct my research here.  
I am here to explain my study and ask for volunteers to participate in research about 
debriefing after high-fidelity patient simulation.  I have a Master’s Degree in Nursing, 
and I taught nursing for 14 years at Kentucky State University.  Currently, I am not 
teaching to allow time for me to finish my dissertation research study.” 
Discussion of Study 
Primary Investigator: “I will be testing two debriefing models after high-fidelity 
patient simulation.  The debriefing sessions in the study will be done by the primary 
investigator.  Volunteers for this study will have to give informed consent, take a pre-and 
post-test prepared by HESI, Inc and complete a 20-item Debriefing Experience Scale 
(i.e., your feedback on your experience).   Your participation in this study is on a 
volunteer basis, and participants can quit any time during the study.  Your grades in your 
current course or future courses will NOT be affected by students’ decision to participate 
or not.  All participants will remain anonymous in any discussion, both oral or in print, 
regarding this research study.    
The D-FITGA, developed by Stolovitch (1990), has a structured six-phase debriefing 
session with more facilitator participation than the G.A.S model. The six phases include 
Decompression, Facts, Inferences, Transfer, Generalizations, and Applications.  The 
G.A.S Model, a three-phase process created by O’Donnell and The American Heart 
Association (AHA), means Gather, Assess, and Synthesize.  This debriefing model is 
“structured and supported” (Phrampus & O’Donnell, 2013, p. 74), which means specific 
recount of events, thoughts, feelings, and actions (AHA, 2009; Phrampus & O’Donnell, 
2013). The two models also have a different approach to the time involved in debriefing.  
The G.A.S model (Phrampus & O’Donnell, 2013) specifies 20 minutes for debriefing 
whereas the D-FITGA model does not have a designated time limit for moving through 
the six phases with one exception; Stolovitch (1990) suggested the first phase of 
debriefing, decompressing, be no more than five minutes.    
Participants will be in one of three groups; Group A, Group B, and Group C.   Group A 
will be the debriefing using the D-FITGA Model, Group B will be debriefing using the 
G.A.S. Model.  Group C will be the control group that will not receive any debriefing 
during the study, but once this group completes the post-test the participants will be 
given an opportunity for debriefing on their HPS experience.  Students who are not 
participating in this study will resume the normal program activities for debriefing.  Any 
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student that volunteered for the pilot debriefing session using the D-FITGA Model in the 
fall 2014 is unable to participate in this study.”
Study Benefits
Primary Investigator: “There is no monetary benefit for participating.  The pre-
and post-test administered will be at no cost to the students or nursing program.  
Participants that complete the pre- and/or post-test will be able to obtain their 
comprehensive results to use for future studying purposes.
Data Collected and Privacy
Primary Investigator: “My study has been reviewed by the Institutional Review 
Board (IRB) for the University of Kentucky and Human Subjects Review Board (HSRB) 
at Kentucky Community Technical Colleges to conduct this study.   The review boards 
are a government-required process for institutions/individuals conducting research in 
order to protect potential study participants. 
Your nursing faculty will not have access to your scores on the HESI pre- and post-test.  
Participants that leave the study before HESI testing has been administered will not be 
able to participate in the testing procedures.  You will be assigned a four-digit 
identification number that will be used to identify participants.  Existing academic data 
available will include Course GPA, Program Admission Exam Scores, ACT Scores, and 
College Algebra & Biology Course Grades.  Only I as the primary investigator will know 
what names go with specific academic data. This information helps look for 
characteristics among students.  A very simplistic example: College Algebra grades were 
C’s for half the participants but those participants performed better on their post-test
after one or both of the debriefing sessions.  After data analysis, there could be 
suggestions made that debriefing helps nursing students with lower Algebra grades.  No 
one will ever be able to connect any one person with the data results.  This data will be 
stored at my home in a locked cabinet on a password-protected encrypted flash drive.”
Consent:
Primary Investigator: “Students who want to volunteer will have to sign a consent 
form approved by the IRB.  The consent forms will have a randomly assigned four-digit 
number that will serve as your ID for pre-and post-test.   The consent forms will be the 
only item in this study that has your name documented.  The consent forms will be stored 
in a locked cabinet in a different location than the secured flash drive described earlier.”
Questions and Answers
Primary Investigator: “I will be happy to answer any questions you may have.  If you 
think of a question later, please feel free to contact me (will provide contact information).
I will return within in 24-48 hours for another meeting to collect consent forms for those 
volunteering, and to answer questions.” (Contact information was on original 
document)
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Consent to Participate in a Research Study
DEBRIEFING TECHNIQUES IN HIGH-FIDELITY PATIENT SIMULATION AND 
COMPETENT DECISION-MAKING ABILITIES AMONG NURSING STUDENTS
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to take part in a research study about debriefing after high-fidelity patient 
simulation. You are being invited to take part in this research study because your institution has 
volunteered to allow data collection and you are enrolled in a medical-surgical nursing course and 
have completed fundamental nursing courses.
WHO IS DOING THE STUDY?
The person in charge of this study is Trena Seago, a doctoral student at the University of
Kentucky Department of Education. Trena Seago is being guided in this research by Dr. Doug 
Smith.
WHAT IS THE PURPOSE OF THIS STUDY?
The purpose of this study is to assess nursing students’ decision-making abilities on a 
standardized exam after participating in high-fidelity patient simulation and debriefing.  
By doing this study, we hope to learn characteristics of debriefing that are important to the 
success of high-fidelity simulation and nursing students’ decision-making abilities. 
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
If you have not completed nursing fundamentals or not currently enrolled in the nursing program.  
If you participated in the practice debriefing session in November 2014.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT LAST?
The research procedures will be conducted at Madisonville Community College, a Kentucky 
Community and Technological College. The primary investigator will work with the nursing chair 
to arrange to administer the tests and survey when it is most convenient for the volunteers. The 
study will be during the 2015-2016 Academic Year in the nursing simulation lab at Madisonville 
Community College.  The length of debriefing may vary according to group but will not exceed an 
hour.  
WHAT WILL YOU BE ASKED TO DO?
1. You will need to come to campus to complete a 30-question pre-test prior to your scheduled
HPS simulation.  Expect at least a 24-hour delay between pre-test and assigned debriefing
session.
2. The course that you are enrolled in will be one of three study groups: Debriefing Group A =
D-FITGA Model or Debriefing Group B = G.A.S Model or Control Group C = No Debriefing.
After your normal high-fidelity patient simulation scenario that is required for your course two
of the three study groups will participate in a debriefing session.  At the end of the debriefing
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session, two of the three groups will complete a 20-item Debriefing Experience Survey by 
answering questions using a scale to provide feedback on the experience.
3. You will need to come to campus to complete a 30-question post-test at least 24 hours after
your scheduled high-fidelity simulation scenario followed by debriefing.
Group A & B = Fall 2015 and Group C= Spring 2016. Specific dates for the pretest, debriefing
sessions, and post-test will be confirmed by the MCC nursing chair, Ms. Allen. The pre- and
post-test will be provided by HESI from Elsevier Publishing.
Main Study Design
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm than you 
would experience in everyday life.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
There is no guarantee that you will get any benefit from taking part in this study. Your willingness 
to take part, however, may, in the future, help nursing faculty as a whole, better understand this 
research topic.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to volunteer.  You will 
not lose any benefits or rights you would normally have if you choose not to volunteer.  You can 
stop at any time during the study and still keep the benefits and rights you had before 
volunteering.  As a student, if you decide not to take part in this study, your choice will have no 
effect on your academic status or grade in the class or future courses.
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER CHOICES?
If you do not want to take part in the study, the other choice would be to resume normal course 
debriefing procedures with nursing faculty.
WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
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You will receive no monetary reward/payment for taking part in this study. However, those who 
complete the standardized HESI exam to be used for the pre- and post-test will be able to retain 
their comprehensive results to utilize for personal studying needs. 
WHO WILL SEE THE INFORMATION THAT YOU GIVE?
The PI, Trena Seago, will be the only person to identify the participant name with the identification 
number.  After all the consent forms have been collected, the PI will place the identification
number of each participant on an electronic spreadsheet; the identification number will 
correspond with the academic performance and debriefing experience scale data that will be 
collected on each participant.  Academic outcome measures is data that already exists, which 
includes current GPA, ACT Scores & Composite, College Algebra & Biology course grades, and 
academic readiness scores.
The consent forms will be labeled with a four-digit identification number prior to handing out to 
potential participants.  This identification number will be generated using a software application 
that requires no input of information in order to obtain a list of four-digit combinations. The 
participants will need to remember their number for pre- and post-test administration.  Students 
who have not consented to participate or individuals who change their mind about participating 
will be debriefed by MCC faculty using their routine debriefing procedures.
To the extent allowed by law, we will make every effort to keep confidential all research records 
that identify you.
Your information will be combined with information from other people taking part in the study. 
When we write about the study to share it with other researchers, we will write about the 
combined information we have gathered. You will not be personally identified in these written 
materials. We may publish the results of this study; however, we will keep your name and other 
identifying information private.
We will make every effort to prevent anyone who is not on the research team from knowing that 
you gave us information, or what that information is. The spreadsheet file will be saved on a 
secure, password-protected, encrypted flash drive.  The consent forms will be kept in a different 
location than the encrypted flash drive, but both will be stored in a locked cabinet at the PI’s place 
of residence. 
To the extent allowed by law, we will keep private all research records that identify you. However, 
there are some circumstances in which we may have to show your information to other people.
We may be required to show information which identifies you to people who need to be sure we 
have done the research correctly; these would be people from such organizations as the 
University of Kentucky or Kentucky Community and Technical College System.
CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study, you still have the right to decide at any time that you no 
longer want to continue.  You will not be treated differently if you decide to stop taking part in the 
study. The individuals conducting the study may need to withdraw you from the study.  This may 
occur if you are not able to follow the directions they give you or if they find that your being in the 
study is more risk than benefit to you.
WHAT HAPPENS IF YOU GET HURT OR SICK DURING THE STUDY?
Appendix F
University of Kentucky     F2.0150
Revised 10/31/13     Nonmedical IRB ICF Template
This study has minimal to no risk to the participants. 
WHAT IF NEW INFORMATION IS LEARNED DURING THE STUDY THAT MIGHT AFFECT
YOUR DECISION TO PARTICIPATE?
If the researcher learns of new information in regards to this study, and it might change your 
willingness to stay in this study, the information will be provided to you.  You may be asked to 
sign a new informed consent form if the information is provided to you after you have joined the 
study.
WHAT ELSE DO YOU NEED TO KNOW?
There is a possibility that the data collected from you may be shared with other investigators in 
the future.  If that is the case the data will not contain information that can identify you unless you 
give your consent or the University of Kentucky Institutional Review Board (IRB) approves the 
research. The IRB is a committee that reviews ethical issues, according to federal, state and local 
regulations on research with human subjects, to make sure the study complies with these issues
before approval of a research study is issued.
By consenting to be in the study, you are giving researcher permission to access your GPA, 
Academic Readiness Scores, ACT Scores & Composite, College Algebra & Biology Course 
Grades, Study’s Pre- and Post-test Scores, and responses from the Debriefing Experience Scale 
used in study.
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR COMPLAINTS?
Before you decide whether to accept this invitation to take part in the study, please ask any 
questions that might come to mind now.  Later, if you have questions, suggestions, concerns, or 
complaints about the study, you can contact the investigator, Trena Seago at 502-XXX-XXXX or
email at txxxx.xxxxx@ukyedu. If you have any questions about your rights as a volunteer in this 
research, contact the staff in the Office of Research Integrity at the University of Kentucky 
between the business hours of 8am and 5pm EST, Mon-Fri. at 859-257-9428 or toll free at 1-866-
400-9428. We will give you a signed copy of this consent form to take with you.
_________________________________________ ____________
Signature of person agreeing to take part in the study Date
_________________________________________
Printed name of person agreeing to take part in the study
_________________________________________ ____________
Name of (authorized) person obtaining informed consent Date
110 
References  
Adamson, K. A., Kardong-Edgren, S., & Willhaus, J. (2013). An updated review of 
published simulation evaluation instruments. Clinical Simulation in Nursing, 9, 
e393-e400.   
Adamson, K. (2010). Integrating human patient simulation into associate degree nursing 
curricula: Faculty experiences, barriers, and facilitators. Clinical Simulation in 
Nursing, 6, e75-e81.  
Adler, A., Castro, C., & McGurk, D. (2007). Battlemind psychological debriefings 
(Report #2007-001).   
Akhtar-Danesh, N., Baxter, P., Valaitis, R. K., Stanyon, W., & Sproul, S. (2009). Nursing 
faculty perceptions of simulation use in nursing education. Western Journal of 
Nursing Research, 31, 312-329.   
American Heart Association. (2015). Highlights of the 2015 AHA guidelines update for 
CPR & ECC. Retrieved November 4, 2015, from 
https://eccguidelines.heart.org/index.php/circulation/cpr-ecc-guidelines-2/ 
Bambini, D., Washburn, J., & Perkins, R. (2009). Outcomes of clinical simulation for 
novice nursing students: Communication, confidence, clinical judgment. Nursing 
Education Perspectives, 30, 79-82.   
Beischel, K. P. (2013). Variables affecting learning in a simulation experience: A mixed 
methods study. Western Journal of Nursing Research, 35, 226-247.  
Black, T. A. (2006). Taxonomies and critical thinking in curriculum design. In S. B. 
Keating (Ed.), Curriculum development and evaluation in nursing (pp. 62-101). 
Philadelphia, PA: Lippincott, Williams & Wilkins.   
 
111 
 
Blazeck, A. (2011). Simulation anxiety syndrome: Presentations and treatment. Clinical 
Simulation in Nursing, 7, e57-e60.   
Brandon, A. F., & All, A. C. (2010). Constructivism theory analysis and application to 
curricula. Nursing Education Perspectives, 31, 89-92.   
Brannan, J. D., White, A., & Bezanson, J. L. (2008). Simulator effects on cognitive skills 
and confidence levels. Journal of Nursing Education, 47, 495-500.   
Bray, B., Schwartz, C. R., Weeks, D. L., & Kardong-Edgren, S. (2009). Human patient 
simulation technology: Perceptions from a multidisciplinary sample of health care 
educators. Clinical Simulation in Nursing, 5, e145-e150.   
Bueno, D. D. (2005). A crisis in critical thinking. Nursing Education Perspectives, 26, 
278-282.   
Burke, P. M. (2010). A simulation case study from an instructional design framework. 
Teaching and Learning in Nursing, 5, 73-77.   
Burns, H. K., O'Donnell, J., & Artman, J. (2010). High-fidelity simulation in teaching 
problem solving to 1st-year nursing students: A novel use of the nursing process. 
Clinical Simulation in Nursing, 6, e87-e95.   
Cant, R. P., & Cooper, S. J. (2009). Simulation-based learning in nurse education: 
Systematic review. Journal of Advanced Nursing, 66, 3-15.   
Cant, R. P., & Cooper, S. J. (2011). The benefits of debriefing as formative feedback in 
nurse education. Australian Journal of Advanced Nursing, 29, 37-47.   
Cantrell, M. A. (2008). Importance of debriefing in clinical simulations. Clinical 
Simulation in Nursing, 4, e19-e23.   
 
112 
 
Carron, N., Trueb, L., & Yersin, B. (2011). High-fidelity simulation in the nonmedical 
domain: Practices and potential transferable competencies for the medical field. 
Advances in Medical Education and Practice, 2, 149-155.   
Childs, J. C., & Sepples, S. (2006). Clinical teaching by simulation lessons learned from 
a complex patient scenario. Nursing Education Perspectives, 27, 154-158.   
Corbett, R. W., Miles, J., Gantt, L., Stephenson, N., & Larson, K. (2008). Schools of 
nursing, clinical partners, and alumni collaborate for senior nursing simulation 
scenarios: A theory-based approach. Clinical Simulation in Nursing, 4, e49-e56.   
DeBourgh, G. A., & Prion, S. K. (2011). Using simulation to teach prelicensure nursing 
students to minimize patient risk and harm. Clinical Simulation in Nursing, 7, 
e47-e56.   
Decker, S. (2007). Simulations: Education and ethics. In P. R. Jefferies (Ed.), Simulation 
in nursing education (pp. 11-19). New York, NY: National League for Nursing.   
Dewey, J. (1997). How we think. Mineola, NY: Dover (Original work published in 1910).   
Dillard, N., Sideras, S., Ryan, M. R., Carlton, K. H., Lasater, K., & Siktberg, L. (2009). 
Collaborative project to apply and evaluate the clinical judgment model through 
simulation. Nursing Education Perspectives, 30, 99-104.   
Dreifuerst, K. T. (2009). The essentials of debriefing in simulation learning: A concept 
analysis. Nursing Education Perspectives, 30, 109-114.   
Elfrink, V. A., Kirkpatrick, B., Nininger, J., & Schubert, C. (2010). Using learning 
outcomes to inform teaching practices in human patient simulation. Nursing 
Education Perspectives, 31, 97-100.   
 
113 
 
Elsevier Publishing Company. (2006, January 9, 2006). Health Education Systems 
Incorporated (HESI) joins Elsevier [Press release]. Retrieved from 
https://www.elsevier.com/about/press-releases/clinical-solutions 
Etheridge, S. A. (2007). Learning to think like a nurse: Stories from new graduates. The 
Journal of Continuing Education of Nursing, 38, 24-30.   
Facione, P. A. (1999). Critical thinking: A statement of expert consensus for purposes of 
educational assessment and instruction. Millbrae, CA: California Academic 
Press.   
Fadde, P. J. (2009). Instructional design for advanced learners: Training recognition skills 
to hasten expertise. Education Technology Research and Development, 57, 359-
376.   
Fanning, R. M., & Gaba, D. M. (2007). The role of debriefing in simulation-based 
learning. Society for Simulation in Healthcare, 2, 115-124.   
Feingold, C. E., Calaluce, M., & Kallen, M. A. (2004). Computerized patient model and 
simulation clinical experiences: Evaluation with baccalaureate nursing students. 
Journal of Nursing Education, 43, 161-162.   
Gaberson, K. B., & Oermann, M. H. (1999). Clinical conference and discussion. In 
Clinical teaching strategies in nursing (pp. 166-185). New York, NY: Springer. 
Garrett, B., MacPhee, M., & Jackson, C. (2010). High-fidelity patient simulation: 
Considerations for effective learning. Nursing Education Perspectives, 31, 309-
312.   
Gates, M. G., Parr, M. B., & Hughen, J. E. (2012). Enhancing nursing knowledge using 
high-fidelity simulation. Journal of Nursing Education, 51, 9-15.   
 
114 
 
Girzadas, D. V., Clay, L., Caris, J., Rzechula, K., & Harwood, R. (2007). High fidelity 
simulation can discriminate between novice and experienced residents when 
assessing competency in patient care. Medical Teacher, 29, 472-476.   
Graves, B. A., Tomlinson, S., Handley, M., Oliver, J. S., Carter-Templeton, H., Gaskins, 
S.,...Wood, F. (2013). The emerging doctor of education (EdD) in instructional 
leadership for nurse educators. International Journal of Nursing Education 
Scholarship, 10, 1-7.   
Harder, B. N. (2010). Use of simulation in teaching and learning in health sciences: A 
systematic review. Journal of Nursing Education, 49, 23-28.   
Heitz, C., Brown, A., Johnson, J. E., & Fitch, M. T. (2009). Large group high-fidelity 
simulation enhances medical student learning. Medical Teacher, 31, e206-e210.   
Hyland, J. R., & Hawkins, M. C. (2009). High-fidelity human simulation in nursing 
education: A review of literature and guide for implementation. Teaching and 
Learning in Nursing, 4, 14-21.   
IBM Cooperation (2009). SPSS: Statistical Product and Service Solutions (Version 22) 
[Software]. Available from https://download.uky.edu/software.php 
Institute of Medicine. (2010, October). The future of nursing: Focus on education. 
Retrieved August 21, 2014, from http://www.iom.edu/Reports/2010/The-Future-
of-Nursing-Leading-Change-Advancing-Health/Report-Brief-Education.aspx  
Issenberg, B. S., & Scalese, R. J. (2008). Simulation in health care education. 
Perspectives in Biology and Medicine, 51, 31-46.   
Jackson, P. (2012). How we think we think. Teachers College Record, 114, 1-17.   
 
115 
 
Jarzemsky, P. (2012). Advancing the science of human patient simulation in nursing 
education. Nursing Clinics of North America, 47, 355-364.   
Jeffries, P. R. (2005). A framework for designing, implementing, and evaluating 
simulations used as teaching strategies in nursing. Nursing Education 
Perspectives, 26, 96-103.   
Jeffries, P. R. (2006). Designing simulation for nursing education. Annual Review of 
Nursing Education, 4, 161-177.   
Kaakinen, J., & Arwood, E. (2009). Systematic review of nursing simulation literature for 
use of learning theory. International Journal of Nursing Education Scholarship, 
6(1), 1-20.   
Kaddoura, M. A. (2010). New graduate nurses' perceptions of the effects of clinical 
simulation on their critical thinking, learning, and confidence. The Journal of 
Continuing Education of Nursing, 41, 506-516.   
Kaplan, Z., Iancu, I., & Bonder, E. (2001). A review of psychological debriefing after 
extreme stress. Psychiatric Services, 52, 824-827.   
Kardong-Edgren, S., Adamson, K. A., & Fitzgerald, C. (2010). Review of currently 
published evaluation instruments for human simulation. Clinical Simulation in 
Nursing, 6, e25-e35.   
Kentucky Board of Nursing. (2015). http://kbn.ky.gov/education/Pages/nclex.aspx. 
Retrieved July 5, 2015, from http://kbn.ky.gov/education/Pages/nclex.aspx  
Kirkman, T. R. (2013). High fidelity simulation effectiveness in nursing students’ 
transfer of learning. International Journal of Nursing Education Scholarship, 
10(1), 1-6. doi:10.1515/ijnes-2012-2009  
 
116 
 
Kolb, D. A. (1984). Experiential learning: Experience as the source of learning and 
development. Englewood Cliffs, NJ: Prentice Hall. Retrieved October 11, 2013, 
from http://www.learningfromexperience.com/images/uploads/process-of-
experiential-learning.pdf  
Kuiper, R., Heinrich, C., Mathhias, A., Graham, M. J., & Bell-Kotwall, L. (2006). 
Debriefing with the OPT Model of Clinical Reasoning during high fidelity patient 
simulation. International Journal of Nursing Education Scholarship, 5(1), 1-14.   
Laerdal. (2013, August). SimMan® 3G. Retrieved August 23, 2013, from 
http://www.laerdal.com/us/doc/85/Sim-3G  
Lasater, K. (2007). High-fidelity simulation and the development of clinical judgment: 
Students' experiences. Journal of Nursing Education, 46, 269-276.   
Lateef, F. (2010). Simulation-based learning: Just like the real thing. Journal of 
Emergencies, Trauma, and Shock, 3, 348-352.   
Leigh, G. T. (2008). High-fidelity patient simulation and nursing students' self-efficacy: 
A review of the literature. International Journal of Nursing Education 
Scholarship, 5(1),   1-17.   
Leighton, K., & Scholl, K. (2009). Simulated codes: Understanding the response of 
undergraduate nursing students. Clinical Simulation in Nursing, 5, e187-e194.   
Lindsey, L., & Berger, N. (2009). Experiential approach to instruction. In C. M. 
Reigeluth & A. A. Carr-Chellman (Eds.), Instructional-Design theories and 
models (Vol. III, pp. 117-141). New York, NY: Routledge.   
 
117 
 
Lisko, S. A., & O'Dell, V. (2010). Integration of theory and practice: Experiential 
learning theory and nursing education. Nursing Education Perspectives, 31, 106-
108.   
Maneval, R., Fowler, K. A., Kays, J. A., Boyd, T. M., Shuey, J., Harne-Brinter, S., & 
Mastrine, C. (2012). The effect of high-fidelity patient simulation on the critical 
thinking and clinical decision-making skills of new graduate nurses. The Journal 
of Continuing Education of Nursing, 43, 125-134.   
Mariani, B., Cantrell, M. A., Meakin, C., Prieto, P., & Dreifuerst, K. T. (2013). 
Structured debriefing and students’ clinical judgment abilities in simulation. 
Clinical Simulation in Nursing, 9, e147-e155.   
McGarth, M., Lyng, C., & Hourican, S. (2012). From the simulation lab to ward: 
Preparing 4th year nursing students for the role of staff nurse. Clinical Simulation 
in Nursing, 8, e265-e72.   
Morrison, S., Adamson, C., Nibert, A., & HSIA, S. (2004). HESI exams: An overview of 
reliability and validity. Computer Informatics Nursing, 22, 220-226.   
Mundy, K., & Denham, S. A. (2008). Nurse educators still challenged by critical 
thinking. Teaching and Learning in Nursing, 3, 94-99.   
National Council of State Boards of Nursing. (2012). 2013 NCLEX-RN detailed test 
plan. Retrieved October 1, 2013, from http://www.ncsbn.org/1287.htm  
National Council of State Boards of Nursing. (2012). Report of findings from 2011 RN 
knowledge survey. Retrieved October 1, 2013, from 
https://www.ncsbn.org/12_RN_KSA_Vol55_FINAL.pdf  
 
118 
 
National Council of State Boards of Nursing. (2000). Reliability and Validity of NLCEX 
examinations. Retrieved August 27, 2014, from http://nscbn.org/reliability 
National League of Nursing. (2007).  Simulations in nursing education SimMan 
scenarios. Wappingers Falls, NY: Laerdal Medical Corporation. Neil, M. A., & 
Wotton, K. (2011). High-fidelity simulation debriefing in nursing education: A 
literature review. Clinical Simulation in Nursing, 7, e168-e171.   
Nibert, A., & Morrison, S. (2011). HESI testing: A history of evidenced-based research. 
Journal of Professional Nursing, 29, S2-S4.   
O'Donnell, J. M., & Kuzminsky, B. (2010). Simulation in the hospital setting. In W. M. 
Nehring & F. R. Lashley (Eds.), High-Fidelity patient simulation in nursing 
education (pp. 341-362). Sudbury, MA: Jones and Bartlett.   
Oermann, M. H., & Gaberson, K. B. (2014). Evaluation and testing in nursing education 
(4th ed.). New York, NY: Springer.   
Oja, K. J. (2011). Using problem-based learning in the clinical setting to improve nursing 
students' critical thinking: An evidence review. Journal of Nursing Education, 50, 
145-151.   
Onda, E. L. (2012). Situated cognition: Its relationship to simulation nursing education. 
Clinical Simulation in Nursing, 8, e273-e280.   
Pasquale, S. J. (2013). Education and learning theory. In A. I. Levine, S. DeMaria, A. D. 
Schwartz, & A. J. Sim (Eds.), The comprehensive textbook of healthcare 
simulation (pp. 51-55). New York, NY: Springer.   
 
 
119 
 
Phrampus, P., & O'Donnell, J. (n.d.). Debriefing in simulation education using a 
structured and support model [PowerPoint slides]. Retrieved May 14, 2014, from 
http://www.wiser.pitt.edu/sites/wiser/ns08/day1_PP_JOD_DebriefingInSimEdu.p
df  
Phrampus, P. E., & O'Donnell, J. M. (2013). Debriefing using a structured and supported 
approach. In A. I. Levine, S. DeMaria, A. D. Schwartz, & A. J. Sim (Eds.), The 
comprehensive textbook of healthcare simulation (pp. 73-120). New York, NY: 
Springer.   
Pritchard, A. (2013). Ways of learning: Learning theories and learning styles in the 
classroom (3rd ed.). New York, NY: Routledge.   
Radhakrishnan, K., Roche, J. P., & Cunningham, H. (2007). Measuring clinical practice 
parameters with human patient simulation: A pilot study. International Journal of 
Nursing Education Scholarship, 4(1), 1-11.   
Reed, S. J. (2012). Debriefing experience scale: Development of a tool to evaluate the 
student learning experience in debriefing. Clinical Simulation in Nursing, 8, e211-
e217.   
Reed, S. J., Andrews, C. M., & Ravert, P. (2013). Debriefing simulations: Comparison of 
debriefing with video and debriefing alone. Clinical Simulation in Nursing, 9, 
e585-e591.   
Resse, C. E., Jeffries, P. R., & Engum, S. A. (2010). Using simulations to develop 
nursing and medical student collaboration. Nursing Education Perspectives, 31, 
33-37.   
 
120 
 
Rodgers, C. (2002). Defining reflection: Another look at John Dewey and reflective 
thinking. Teachers College Record, 4, 842-866.   
Romeo, E. M. (2010). Quantitative research on critical thinking and predicting nursing 
students' NCLEX-RN performance. Journal of Nursing Education, 49, 378-386.   
Rosen, K. (2013). The history of simulation. In A. L. Levine, S. DeMaria, A. D. 
Schwartz, & A. J. Sim (Eds.), The comprehensive textbook of healthcare 
simulation (pp. 5-49). New York, NY: Springer.   
Rourke, L., Schmidt, M., & Garga, N. (2010). Theory-based research of high-fidelity 
simulation use in nursing education: A review of the literature. International 
Journal of Nursing Education Scholarship, 7(1), 1-14.   
Scheckel, M. (2012). Selecting learning experiences to achieve curriculum outcomes. In 
D. M. Billings & J. A. Halstead (Eds.), Teaching in nursing: A guide for faculty 
(4th ed., pp. 171-187). St. Louis, MO: Saunders, an imprint of Elsevier.   
Schiavenato, M. (2009). Reevaluating simulation in nursing education: Beyond the 
human patient simulator. Journal of Nursing Education, 48, 388-394.   
Schoening, A. M., Sittner, B. J., & Todd, M. J. (2006). Simulated clinical experience: 
Nursing students' perceptions and the educator's role. Nurse Educator, 31, 253-
258.   
Schreiner, B., & Brunnert, K. (2015). HESI research summary.   
Schubert, C. R. (2012). Effect of simulation on nursing knowledge and critical thinking 
in failure to rescue events. The Journal of Continuing Education of Nursing, 43, 
467-471.   
 
121 
 
Shinnick, M. A., Woo, M., Horwich, T. B., & Steadman, R. (2011). Debriefing: The most 
important component in simulation. Clinical Simulation in Nursing, 7, e105-e111.   
Skrable, L., & Fitzsimons, V. (2014). Simulation in associate degree nursing education: 
A literature review. Teaching and Learning in Nursing, 9, 120-125.   
Smith, S. A. (2012). Nurse competence: A concept analysis. International Journal of 
Nursing Knowledge, 23, 172-182.   
Smith, S. J., & Barry, D. G. (2011). The use of high-fidelity simulation to teach home 
care nursing. Western Journal of Nursing Research, 35, 297-312.   
Smith, S. J., & Roehrs, C. J. (2009). High-Fidelity simulation: Factors correlated with 
nursing students' satisfaction and self-confidence. Nursing Education 
Perspectives, 30, 74-78.   
Staykova, M. P. (2012). A pilot Delphi study: Competencies of nurse educators in 
curriculum design. Teaching and Learning in Nursing, 7, 113-117.   
Stolovitch, H. D. (1990). D-FITGA: A debriefing model. Performance & Instruction, 29, 
18-19.   
Su, W. M., Osisck, P. J., Montgomery, C., & Pellar, S. (2009). Designing multiple-choice 
test items at higher cognitive levels. Nurse Educator, 34, 223-227.   
Sullivan-Mann, J., Perron, C. A., & Fellner, A. N. (2009). Effects of simulation on 
nursing students' critical thinking scores: A quantitative study. Newborn & Infant 
Nursing, 9, 111-116.   
Tanner, C. A. (2006). Thinking like a nurse: A researched-based model of clinical 
judgment in nursing. Journal of Nursing Education, 45, 2004-2011.   
 
122 
 
Todd, M., Manz, J. A., Hawkins, K. S., Parsons, M. E., & Hercinger, M. (2008). The 
development of a quantitative evaluation tool for simulations in nursing 
educations. International Journal of Nursing Education Scholarship, 5(1), 1-17.   
Turner, P. (2005). Critical thinking in nursing and practice as defined in the literature. 
Nursing Education Perspectives, 26, 272-277.   
Villamaria, F. J., Pliego, J. F., Wehbe-Janek, H., Coker, N., Rajab, M. H., Sibbitt, 
S.,...Hays-Grudo, J. (2008). Using simulation to orient code blue teams to a new 
hospital facility. Simulation in Healthcare, 3, 209-216.   
Wagner, D., Bear, M., & Sander, J. (2009). Turning simulation into reality: Increasing 
student competencies and confidence. Journal of Nursing Education, 48, 465-467.   
Wane, D., & Lotz, K. (2013). The simulated clinical environment as a platform of 
refining critical thinking in nursing students: A pilot program. Nursing Education 
Perspectives, 34, 163-166.   
Watson, G., & Glaser, E. M. (2008). Watson-Glaser critical thinking appraisal short form  
Waznonis, A. R. (2014). Methods and evaluations for simulation debriefing in nursing 
education. Journal of Nursing Education, 53, 459-465.   
Weaver, A. (2011). High-fidelity patient simulation in nursing education: An integrative 
review. Nursing Education Perspectives, 32, 37-40.   
Wilson, R. D., & Klien, J. D. (2012). Design, implementation and evaluation of a nursing 
simulation: A design and development research study. Journal of Applied 
Instructional Design, 2, 57-68.   
Wong, T. S., & Chung, J. W. (2002). Diagnostic reasoning using patient simulation in 
different learning environments. Journal of Clinical Nursing, 11, 65-72.   
 
123 
 
Wu, V. X., Tham, L., Lau, L., Tan-Toh, Y. M., & Tan, K. K. (2010). An exploration of 
the critical thinking disposition of students and their relationship with the 
preference for simulation as a learning style. Singapore Nursing Journal, 37, 25-
33.   
Yuan, H. B., Williams, B. A., & Fang, J. B. (2011). The contribution of high-fidelity 
simulation to nursing students' confidence and competence: A systematic review. 
International Nursing Review, 26-33.   
Zweighaft, E. (2013). Impact of HESI specialty exams: The ninth HESI exit exam 
validity study. Journal of Professional Nursing, 29, S10-S16. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
124 
Vita:  Trena K Seago 
EDUCATION 
Bellarmine University, Louisville, KY 
Masters of Science in Nursing 2001 
McKendree College, Louisville, KY  
Bachelors of Science in Nursing 1996 
Kentucky State University, Frankfort, KY  
Associate of Applied Science in Nursing 1994 
PROFESSIONAL EXPERIENCE 
Baptist School of Health Professions, San Antonio, TX          
Adjunct Nursing Professor (Online- Remote), RN-BSN Program, 2015-2016     
School of Nursing at Kentucky State University, Frankfort KY 
Assistant Professor, 1999-2013 
Baptist Health Louisville, Louisville KY 
Registered Nurse 1997-2016 
PRESENTATIONS 
Microsystems Poster Presentation CHF Education 
2016 Bellarmine University, Louisville, KY  
Pediatric Abusive Head Trauma Presentation School of Nursing 
2012 Kentucky State University, Frankfort KY 
Project Thesis, "Basic Cardiac Arrhythmias for Nursing Students” 
2001 Bellarmine University, Louisville, KY 
Licenses and Certifications 
Registered Nurse: State of Kentucky Licensure - 1994-Current 
Advanced Cardiac Life Support: Certification by the American Heart – Current 
Basic Cardiac Life Support: Certification by the American Heart- Current 
